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AMES COMPANY 


Good health during life’s later years is a con- 
stant delight to those who have it. To help 
these spirited people sustain their activities, 
many doctors prescribe regular dietary supple- 
mentation with GEVRAL. This special geriatric 


formula provides 14 vitamins, 11 minerals, 
and Purified Intrinsic Factor Concentrate i 
—all in one convenient, dry-filled capsule. eecled capeules 


Lederte) LEDERLE LABORATORIES DIVISION amearcaw Ganamid company PEARL RIVER, NEW YORK 


*REG. U.S. PAT. OFF. 


Each GEVRAL Capsule contains: 


Choline Dihydrogen Citrate.............. . Phosphorus (as CaHPO,) 
i Boron (as Na2B.07.10H20) 
Ascorbic Acid (C) Copper (as 
Mononitrate (Bi)... . Vitamin E (as tocophery! acetates) -U. Fluorine (as CaF2) 
Purified Intrinsic Factor Concentrate 8 
Iron (as Magnesium (as MgO)............. 
lodine (as Kl). . Potassium (as 


Other Lederle geriatric products include: GEVRABON* Vitamin-Mineral Supplement Liquid with a wine flavor; GEVRAL* Protein Vitamin- 
Mineral-Protein Supplement Powder; and GEVRINE* Vitamin-Mineral-Hormone Capsules. 
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HOW Is ? 


“The really old people are those 10 
years older than myself.”? 


“In the lay mind, anyone past 60 is 
ready for the discard .. .”* 


“, .. there are only three principal 
phases in the span of life: infancy, 
adolescence and senescence.”* 


“One finds alert, interesting, active 
folks in the 80’s and, on the other 
hand, there are people in the 20’s and 
30’s who have all the characteristics 
of old age.”’ 


THE REAL QUESTION 

To the physician on the firing line of 
daily practice, the question of “how old 
is old?” seems academic. To him, a more 
valid question is “How can I allay the 
effects of the aging process?” 


FIVE PROBLEMS IN AGING 


The answer, according to most author- 
ities, is manifold, for five treatable 
problems seem to predominate. One, ob- 
viously, is gonadal hormone decline. An- 
other is mild anemia. A third is the 
decreased production of gastric and 
digestive enzymes. Mineral-vitamin de- 
ficiency is the fourth. And the fifth — 
perhaps most important — is inadequate 
high-quality protein intake. 


THERAPY FOR AGING 


Judging from this confused clinical pic- 
ture of aging, therapy for the problem 
would appear difficult. However, most 
physicians agree that a product which 
could correct most or all of these five 
commonest problems would remove past 
obstacles to satisfactory response. Such a 
product would, essentially, be true “‘pre- 
ventive geriatrics.” 


NEOBON’S COMPREHENSIVE FORMULA 


NEOBON®, a product of Roerig research, 
is a blended combination of the five 
most commonly indicated factors for pre- 
vention or treatment of the nonacute 
conditions of aging. Each soft, soluble 
capsule provides: 


Non-stimulatory gonadal 
hormone replacement 


balanced hematinic component 
digestant enzyme replacement 


specially formulated mineral- 
vitamin combination 


new lysine, for protein 
improvement* 
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* Protein deficiency among the aging 
apparently stems from their excessive 
intake of white-flour foods which furnish 
incomplete protein of low biologic 
value. White bread protein, for exam- 
ple, has been shown by nutrition studies 
in animals’ to be deficient only in the 
amino acid, lysine. In human subjects 
metabolic determinations indicate that 
the addition of supplemental lysine to a 
basal white-flour protein diet can con- 
vert a negative nitrogen balance into a 
one.® 


A WORD ABOUT 
SYMPTOMATOLOGY 

In spite of jokes to the 
contrary, the patient who 
states in the professional office that “old 
age is creeping up” is a rare bird indeed. 


Seldom is old age the presenting com- 
plaint. Thus the physician, after cor- 
recting the specific complaints, must 
re-evaluate the whole person to judge his 
candidacy for “‘preventive geriatrics.” 
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Such people have much to gain from 
NEOBON therapy. The rewards are fuller, 
more active, more pleasurable years for 
patients past 40. The daily dose (3 cap- 
sules) of NEOBON provides: 


Ethinyl Estradiol 0.018 mg. 
Glutamic Acid . ‘as 90 mg. 
Rutin 15 mg. 
Vitamin A (Palmitate . « .6,000 U.S.P. Units 
Vitamin D (Irradiat Er gosterol) « + 6000U.S.P. Units 
Vitamin E (as Tecepnerst Acetate) . 15 1.U. 
Calcium Pantothenate . 15 mg. 
Thiamine Mononitrate (Vitamin 1.5 mg. 
Riboflavin (Vitami e 1.5 mg. 
Pyridoxine Hydrochlo; de ‘Witamin Be) 1.5 mg. 
Niacinamide . 150 mg. 
Ascorbic Acid (Vitami n c) 150 mg. 
Vitamin By (Oral Concentrate) . 3 mcg. 
Folic Acid . 0.3 mg. 
Liver-Stomach Substance** | 300 mg. 
iron (from Ferrous Gluconate) 10.2 mg. 
Cobalt (from Cobaltous Sulfate) P 0.1 mg. 
Molybdenum (from Sodium Molybdate) sie 2 mg. 
Copper (from Cupric Sulfate) . 2 » 1 mg. 
(from Manganous Sulfate) 1 mg. 

a (from Magnesium — 6 mg. 

odine (from Potassium lodide) 

Zinc (from Zinc Sulfate) . 2 mi 


1.2 mg. 
“a matically active defatted material obtained from 
mg. whole fresh liver and stomach 
ooetnmymatically active defatted material ‘obtained from 
750 mg. of whole fresh pancreas. 
Dosage: 3 capsules daily, with meals. 


Supplied: Botties of 60 capsules, prescription only. 


NEW NEOBON 


Now also available for your considera- 
tion is NEOBON LIQuID, which provides 
hematinic action, improved carbohy- 
drate and protein utilization, gonadal 
and thyroid hormone supplementation 
and a mild antidepressant action. 

The pleasant tasting liquid is espe- 
cially indicated when a combined attack 
against nutritional, physiological and 
mental depression is indicated. Each tea- 


1. P.: Geriatrics 382 Paget) 
1955. 3. Lansin; : Symposium on Problems of Geron- 


tology, Nattonal sy Series No. 9 1954. 
: Quoted in W. Va. Med. 


4. Mason-Hohli, 1:16 (Janu- 


<=... 


Bibliography 


A GERIATRIC TONIC 


spoonful (5 cc.) of pleasant-tasting 
NEOBON LIQUID contains: 


Ascorbic Acid . 50 mg. 
d- Amphetamine Sulfate 0.5 mg. 
Folic Acid. . 167 mcg 
|-Thyroxine 0.1 mg. 
Ethinyl Estradiol 1 mcg. 
Methyltestosterone 1 mg. 
Liver Fraction | 25 mg. 
Ethyl Alcohol . 5 Ce. 


Dosage: One teaspoonful twice ‘daily before meals, or as 
required. 


Supplied: in 16 fluid ounce bottles, prescription only. 


ry) 1955. 5. 


H. R., 
Biophys. 49:263, 1954. 6 
Kinsman, G. M.: J. Nutrition 30:269, 1945. 7. Masters, W. 
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air...without adding an extra mm. /Hg. 


This case is another example of the life-saving 
potential of BRONKEPHRINE. No longer is it necessary to 
expose your asthmatics (even if hypertensive) to the 
risk of heightened blood pressure. An effective 
bronchodilator without pressor side effects — 
BRONKEPHRINE— is at hand. 


Distinguished authors consistently reveal that the 
much-sought-after bronchodilator without 
significant side reactions has been found 
with the discovery of BRONKEPHRINE. 
BRONKEPHRINE's lack of pressor effect!»?-5 
is of “... major importance in treating 
patients in whom hypertension or cardiac 
disease is a problem,”! or, for that 
matter, in treating any asthma patient. 
Along with this welcome fact, add the 
advantage of BRONKEPHRINE’s lack of 
a level of CNS 
stimulation far lower than that 

of epinephrine.® 

One clinician found this property 

of BRONKEPHRINE to be of benefit 
particularly in the 

control of asthma in children.”! 

But what about BRONKEPHRINE in 
long-term therapy? One reason why 
BRONKEPHRINE has been called a 
“superior tool for the treatment of 
bronchial asthma”! has been its 

relative lack of tolerance, a clear 
advantage in long-term management. 
So why not use BRONKEPHRINE as your 
bronchodilator of choice in any asthma? 
It tends to develop tolerance 

“... far less frequently and to a 

lesser degree than epinephrine.”! 


Bronkephrine® 


(ETHYLNOREPINEPHRINE BREON ) 


is available in 10 cc. multidose vials 
containing 2 mg. BRONKEPHRINE per Cc. 


Write to this address for more 
information, or a clinical sample, 

for your practice. 

George A. Breon & Company 

1450 Broadway, New York 18, N. Y. 


1. Foland, J. P.: Postgrad. Med. 18:397, 1955. 
2. Bubert, H. M., and Doenges, J. P.: Bull. 
School Med. Univ. Maryland 31 (No. 1), 1946. 
3. Tainter, M. L.; Pedden, J. R., and James, M. 
J. Pharmacol. & Exper. Therap. 51:371, 1934, 
4. Pedden, J. R.; Tainter, M. L., 

and Cameron, W. M.: J. Pharmacol. & Exper. 
Therap. 55: 242, 1935. 

5. Hartman, M. M.: Ann. Allergy 3: 366, 1945. 
6. Schulte, J. W.; Reif, E. C.; Bacher, J. A.; 
Lawrence, W. S., and Tainter, M. L.: 

J. Pharmacol. & Exper. Therap. 71:62, 1941. 


Breon 


V. L., age 56, Status asthmaticus. Under oxygen, 
B.P, 134/92, BRONKEPHRINE intravenously — 
“dramatic” result, “...no rise in blood pressure or 
any other side reaction.”1 Oxygen not needed again. 
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STANDING 


is easier with STERANE!— 
3-5 times more active 
than hydrocortisone or 


in rheumatoid arthritis cortisone: 


WALKING 


follows rapidly.! STERANE 
“is more effective than any 
previous drug in the control 
of ...rheumatoid arthritis.’ 


WORKING 


functional mobility is 
restored even where other 
steroids fail or cease to 

be effective.?* 


WITH MINIMAL 
DISTURBANCE 


of electrolyte balance!3— 


patients may even be treated 
without diet restrictions. 


brand of prednisolone 


supplied: White, 5 mg. oral 
tablets, bottles of 20 and 100. 
Pink, 1 mg. oral tablets, 
bottles of 100. 

1. Spies, T. D., et ali: GP 12: 73. No. 1, 
1958, 2. Boland, E. W.: J.A 


160:613, 1956. 3. Gillhespy, R. Ou: 
Lancet 2:1393, 1955. 


n, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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““.. may be unique as a wide-spectrum 
antimicrobial agent that is bactericidal. 
relatively nontoxic, and does not 
invoke resistant mutants.’”” 


uradanti 


BRAND OF NITROFU' 


Percentage of Effectiveness of Furadantin Against Various Strains of Bacteria in Vitro 


Paracolo- Micro- Strepto- Esche- 
Aerobacter Proteus bactrum coccus coccus richia 
Gerogenes sp. le pyogenes coli 


E Furadantin 91.9 
Antibiotic A 

Dihydrostreptomycin 

Antibiotic B 


Penicillin 
Antibiotic C 22.0 


ADAPTED FROM PERRY? 


Furadantin’s “high degree of effectiveness against bacteria responsible 
for urinary tract infections is brought out by this study.” 
Furadantin dosage—simple and safe: Average adult dose is 100 mg., 
q.i.d., (at mealtime, and on retiring, with food or milk). Average daily 
dosage for children is 5 to 7 mg./Kg. in four divided doses. 
SUPPLIED: Tablets, 50 and 100 mg., bottles of 25 and 100. 

Oral Suspension, 5 mg. per cc., bottle of 118 cc. 


REFERENCES: 1. Waisbren, B. A., and Crowley, W.: A.M.A. Arch. Int. M. 95:653, 1955. 2. Perry, 
R. E., Jr.: North Carolina M. J. 16:567, 1955. 
Eaton) 


NITROFURANS—A NEW CLASS OF ANTIMICROBIALS—NEITHER ANTIBIOTICS NOR SULFAS “o 


8 eee MAY 1956 
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93.9 60.0 13.3 
27.2 28.0 6.6 
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rapid elimination 


clear-headed awakening 


/ 


ELIXIR ALURATE, 


Available as ELIXIR ALURATE, cherry red color/ELIXIR ALURATE VERDUM, emerald green color 
Each contains 0.03 Gm (% grain) of Alurate per teaspoonful (4 cc) 
in a palatable vehicle. Alurate®—brand of aprobazbital 


HOFFMANN-LA ROCHE INC. » ROCHE PARK + NUTLEY 10 + NEW JERSEY 
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Just one teaspoonful daily... stimulates appetite | 
and promotes growth in the below-par child... 
and corrects nutritional iron deficiency. 


Troph-lIron 


25 meg.; B,: 10 mg.; Iron (ferric pyrophosphate): 250 mg.] 


Smith, Kline & French Laboratories, Philadelphia 


* Trademark 
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looked over often... 


the patient with nonspecific rheumatism 


NOW-thoroughgoing relief with 


combining 
Prednisone ....... 0.75 mg. — best of the new 
Acetylsalicylic acid . . . 325mg —best of the old 
Ascorbic acid ...... 20 mg. 


Aluminum hydroxide .. 75 mg. 
antirheumatic + anti-inflammatory + analgesic + supportive 


Combined effectiveness of the antirheumatic 
agents in SIGMAGEN permits maintenance of clinical 
relief at minimal dosages. 


SIGMAGEN,* brand of corticoid-analgesic compound. 
*T.M. 


SDelering Be 
| 
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DISCHARGE SUMMARY 
MMARY 


Patient, male, age 40, entereq hospital with 
history of sore throat Starting 48 hours Previous 
to admission, 


lymphoid tissues, 
‘Group A beta hemo 


Patient was of Erythrocin 
four times a Subjective 


Side effects, 
did n 


*Communication to Abbots Laboratories 


oe 
Physical examination revealed throat to be 
“a . infected and r ith severe hyperplasia of 
| Throat culture revealed 
¥ lytic strepto 
* | Within 48 hours, No 
; | Three cultures taken Subsequently ; 
Group A beta hemolytic Streptococcys, 
, Final Diagnosis: acute Streptococcal Pharyngitis, 
Result: rapid and Complete recovery with 
Erythrocin, 


specific against 
coccic infections 


Specific—because you can actually pinpoint the 

therapy for coccic infections. That’s because you know 
most bacterial respiratory infections are caused by 
staph-, strep- and pneumococci. And these are the very 
organisms most sensitive to ERyTHROCIN—even when 
they resist penicillin and other antibiotics. 


(Erythromycin Stearate, Abbott) 
STEARATE 


with little risk 


of side effects 


Low toxicity—because EryTHROCIN (in contrast to many 
other antibiotics) rarely alters intestinal flora. Thus, 
patients seldom get gastroenteral side effects. 

Or loss of vitamin synthesis in the intestine. No allergic 
reactions, either. Filmtab EryTHROCIN Stea- 

rate (100 and 250 mg,), bottles of 25 and 100. Ob(ott 


Erythrocin 


(Erythromycin Stearate, Abbott) 
STEARATE 


®Filmtab—film-sealed tablets; pat. applied for 
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“judicious combination...” 


for antiarthritic therapy 


SA rT: 


That cortisone and the salicylates have a complementary 
action has been well established.'5 In rheumatic conditions, 
functional improvement and a sense of feeling well are noted 
early. No withdrawal reactions have been reported. 


One clinician states: “‘By a judicious combination of the two 
agents . . . it has been possible to bring about a much more 
favorable reaction in arthritis than with either alone. Salicylate 
potentiates the greatly reduced amount of cortisone present so 
that its full effect is brought out without evoking undesirable 
side reactions.””! 


INDICATIONS: 
Rheumatoid arthritis . . . Rheumatoid spondylitis . . . Rheumatic 
fever... Bursitis... Still’s disease... Neuromuscular affections 


EACH TABLET CONTAINS: 
Cortisone acetate 
Sodium salicylate 
Aluminum hydroxide gel, dried . 0.12 Gm. 
Calcium ascorbate 60 mg. 
(equivalent to 50 mg. ascorbic acid) * 
Calcium carbonate q U.S. Pat. 2,691,662 


. Busse, E.A.: Treatment of Rheumatoid 
Arthritis 4 a ‘combi nation of Cortisone and 
Sali . Clinical Med. 11:1105 (Nov., 
BRISTOL, TENNESSEE 1955). 


. Roskam, J., yous H.: Abst. in 
NEW YORK J.A.M.A., 151:248 (1953 


. Coventry, M.D.: Meet., Mayo 
KANSAS CITY Clinic, 29:60 (1954). 


. Holt, K.S., et al: Lancet, 2:1144 (1954). 
SAN FRANCISCO - Spies, T.D., et al.: J.A.M.A., 159:645 (Oct. 
15, 1955). 


The S. E. Massengill company 
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to help 
your 
patients 
past 40 
correct... 


biliary dyspepsia & constipation 


Rehfuss' has stated that after 40, constipation is “the greatest single medical problem” 
and Shaftel* reports on the exceptional clinical results of Caroid® and Bile Salts in 
chronic constipation typical of this age bracket. 


These cases do not respond to laxatives alone because associated complaints of flatu- 


lence and indigestion point to biliary dysfunction and digestive impairment as factors 
coexisting with constipation. 


Caroid and Bile Salts Tablets are ideally suited for broad coverage in these cases. 
Through their 3-way action, they: 


e INCREASE BILE FLow 
e IMPROVE DIGESTION 
e PROVIDE GENTLE LAXATION 


Tablets of Caroid and Bile Salts with Phenolphthalein have been clinically established 


and proved over the years. Try them in your next case of biliary dyspepsia and consti- 
pation. 


Available — bottles of 20, 50, 100. For professional samples address: 
American Ferment Company, Inc., 1450 Broadway, New York 18, N. Y. 


1. Rehfuss, M. E.; Indigestion, Philadelphia, W. B. Saunders Co., 1943, p. 322. 
2. Shaftel, H. E.: J. Am. Geriatrics Soc. 1:549 (Aug.) 1953. 
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HARD-TO-KILL TRICHOMONADS 


EXPLODE 


WITHIN 15 SECONDS’ CONTACT 
WITH VAGISEC LIQUID 


ITH THE Davis technique,t using Vacisec® liquid and jelly, flare-ups of 

Wi vacinal trichomoniasis rarely occur. Vacisec liquid actually explodes 

trichomonads within 15 seconds after douche contact.! Better than 90 per cent 

apparent cures follow use of this new trichomonacide,? developed as “Car- 

lendacide” by Dr. Carl Henry Davis, noted gynecologist and author, and 
C. G. Grand, research physiologist.3 


No trichomonad escapes —The overwhelming action of Vacisec liquid dooms 
the trichomonad. One chelating agent and two surface-acting agents com- 
bine in attack to weaken the cell membrane, to remove waxes and lipid 
materials from the membrane surface, and to denature the protein. With 
its cell wall destroyed, the parasite imbibes water, swells and explodes. All 
this occurs within 15 seconds. Only scattered fragments remain. 


No other agent or combination of agents kills the trichomonad in this specific 
fashion or with the speed of Vacisec liquid. When the patient uses VacisEc 
jelly as well—the recommended routine—these good effects continue in- 
definitely.4 


Reaches hidden trichomonads — Unlike many agents, Vacisec liquid thorough- 
ly penetrates and dissolves the cellular debris and mucoid material lining the 
vaginal surface.3 It reaches hidden trichomonads — often the cause of treat- 
ment failure — as well as parasites swimming freely in the canal. 


The Davis technique — Office therapy with Vacisec liquid is combined with 
home treatment. Both liquid and jelly are prescribed. 


OFFICE TREATMENT— Wipe vaginal walls dry with cotton balls, 
then wash thoroughly for about three minutes with a 1:100 dilution 
of Vacisec liquid. Remove excess fluid with cotton balls. Dr. Davis 
recommends three treatments the first week, two the second and one 
the third. 


HOME TREATMENT — Patient douches with Vacisec liquid every night Top to bottom: 
or morning and then inserts Vacisec jelly. Home treatment is con- 2 sec. CONTACTS 


. 4 sec. COMPLEXES 
t 3 
tinued through two menstrual periods, but omitted on office treat Sane 


ment days. Douching is contraindicated in pregnancy. 8 sec. DENATUREE 

Husband re-infects wife — Since “trichomonads may be passed from the in- 10 sec. SWELLS 
fected male to the uninfected partner during coitus,”> prevent re-infection by. 15 sec. EXPLODES 

, recommending the use of condoms. Specify RAMSES,® the finest possible 16 sec. SCATTERS 
rubber prophylactic, transparent, very thin yet strong; or XXXX (rourex)® 
skins, of natural animal membrane — pre-moistened. Your prescription of References: 1. Davis, GMM 
one of these brands insures the protection afforded by Schmid quality condoms J.A.M.A. 157:126 (Jan. 8) 1955. 
and assures full acceptance of your regimen. At all pharmacies. 2. Davis, C. H.: West. J. Surg. 


63:53 (Feb.) 1955. 3. Davis, 


C. H., and Grand, C. G.: Am. 


Active ingredients in Vacisec liquid: Polyoxy- Vacisec, RAMSES and HOAX (FouREX) are J. Obst. & Gynec. 68:559 
ethylene nonyl phenol, Sodium ethylene diamine registered trade-marks of Julius Schmid, Inc. (Aug.) 1954. 4. Davis, C. H. 
tetra-acetate, Sodium dioctyl sulfosuccinate. In (Ed.): Gynecology and Obstet 


addition, Vacisec jelly contains Boric acid, Alco- 
hol 5% by weight. 


rics (revision), Hagerstown, 


JULIUS SCHMID, inc. = M4 W- F. Prior, 1955, vol. 3, 


‘ legs chap. 7, pp. 23-33. 5. Draper, 
gynecological division J. W.: Internat. Rec. Med. 


423 West 55th St., New York 19, N. Y. 168:563 (Sept.) 1955. 
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nudges your patient to slee 


This gentle new hypnotic induces sleep instead of imposing it. 
For the many insomnia cases where you may feel barbitu- 


rates are not desired. 500 mg. capsules, bottles of 100. 


H.: 
1955. 
avis, 
Am. 
:559 
)bstet- 
town, 
vol. 3, 
raper, 
Med. 
605005 


ONLY YOU 
CAN GIVE HER RELIEF 
-.-WITH 


Chances are she has never heard 
of SELSUN— because it’s an ethical 
prescription product advertised 
only to the medical profession. 


Yet SELSUN is the most effective 
treatment for seborrheic dermatitis 
and dandruff available today. 
When you have occasion to call 
this condition to patients’ 
attention, and prescribe SELSUN, 
you’re assured of quick, lasting 
control—in 81-87% of seborrheic 
dermatitis cases, 92-95% of 
dandruff cases. Once controlled, 
SELSUN keeps the scalp healthy 
up to four weeks between 
applications. 


Simple and pleasant to use as a 
shampoo, SELSUN is available in 


4-fluidounce bot- 
tles with directions. 


"Selenium Sulfide, Abbott 
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XYLOCAINE® HCI SOLUTION ASTRA 
The Name That Marks a New Era in Local Anesthesia _ ; 


saneibie provides peak values in: 
e Duration e Clinical Effectiveness © Clinical Tolerance e Speed 
Stability Versatility Clinical Predictability Safety Depth 


Trade Name: XYLOCAINE Generic Name: saris 
Chemical Name: -Diethylaminoaceto-2,6-xylidide 


Chemical Structure: 

Potency: Two to three times that of procaine. 

Duration of Action: Two to three times that of procaine, ~. 

Anesthetic Index: 1.8. _ . Surface Anesthetic Index: 8 


Safety Factor: Two to three times that of procaine (because smaller — 
concentrations and volumes are clinically as effective). 


Sensitivity: Allergic manifestations and sensitizing reactions 
have never been reported. 


Inhibition of Therapeutic Action of Sulfonamides or Antibiotics: None. 


Versatility: Effective in local infiltration anesthesia; in major conduction 

anesthesia; in temporary therapeutic blocks for relief of pain; 

in topical anesthesia. 

Available on Request: Descriptive literature, bibliography, and trial supply. 

Supplied: Vials, 0.5%, 1% and 2% in 20 cc. and 50 cc. without and 

with epinephrine 1: 100,000; 100 cc. vials, 1% without 
Ampoules, 2 cc., 2% without with : 100,000. 


Astra Pharmaceutical Products, Inc., ccendite 6, Mass. 


8. PATENT NO. 2,441,498 
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Lift the depressed patient up to normal 
without fear of overstimulation . . . 


v4 Ritalin 
A HAPPY MEDIUM 


IN PSYCHOMOTOR 
STIMULATION 


© Boosts the spirits, relieves physical fatigue 
and mental depression ... yet has no appreciable 
effect on blood pressure, pulse rate or appetite. 


Ritalin is a mild, safer central-nervous-system stimulant 
which gently improves mood, relieves psychogenic fatigue 
“without let-down or jitters . . .”! and counteracts over- 
sedation caused by barbiturates, chlorpromazine, rauwolfia, 
and antihistamines. 


Ritalin is “a more effective and less over-reactive drug 
than amphetamine or its derivatives.”? It does not produce 
the “palpitation, nervousness, jitteriness, or undue pressure 
in the chest area ... so frequently mentioned by patients on 
[dextro-amphetamine sulfate].’’? 


Dosage: 5 to 20 mg. b.i.d. or t.i.d., References: 1. Pocock, D. G.: 
djusted to the individual Personal communication. 

2. Harding, C. W.: Personal 

communication. 3. Hollander, 

W. M.: Personal communi- 

cation. 


Supplied: Tablets, 5 mg. 
(yellow) and 10 mg. (blue); 
bottles of 100, 500 and 1000. 
Tablets, 20 mg. (peach- 
colored); bottles of 100 
and 1000. 


RITALIN® hydrochloride 


hydrochloride CIBA) 


CIBA 


SUMMIT, N.J- 
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Git ly 
INTEGRITY 


tablets 


*V-Cillin-Sulfa’ 


(PENICILLIN V WITH TRIPLE SULFAS, LILLY) 


;..combine the superior oral penicillin 


and three sulfonamides 


‘V-Cillin-Sulfa’ provides you greater 
control over a wider range of micro- 
organisms. ‘V-Cillin’ (Penicillin V, 
Lilly) and sulfas used concurrently 
produce faster and more effective 
antibacterial action in certain infec- 
tions. In general, the combination 
is most beneficial in mixed infections, 
infections due to bacteria only mod- 
erately susceptible to either single 
agent, and conditions in which bac- 
terial resistance might develop. 


The much higher penicillin blood 
levels produced by ‘V-Cillin’ and the 
effectiveness and safety of the triple 
sulfas make ‘V-Cillin-Sulfa’ your 
most valuable preparation of its type. 


DOSAGE: 1 to 2 tablets q.i.d. 


SUPPLIED: Each tablet provides 125 
mg. (200,000 units) ‘V-Cillin’ plus 
0.5 Gm. sulfas—equal parts of sulfa- 
diazine, sulfamerazine, and sulfa- 
methazine. 


ELI LILLY AND COMPANY 


EAC » ANNIVERSARY 1876 + 1956 


1956 VOLUME 49 eC 19 | 
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get a fine One... the little more it may cost* 
will pay off handsomely in the long run. A fine 
Picker fluoroscope like this will serve you efficiently 

for many a long year. It is built by the same skilled 
craftsmen to the same high standards as the Picker 
apparatus used in three out of four Medical Schools and 
Teaching Institutions in the U. S. and Canada. 

*You can rent it (or any other Picker apparatus) if you'd rather. 


25 South Broadway, White Plains, N. Y. 
a service organization without 


Picker x-ray apparatus is backed by 
peer in the field. There’s a local Picker office near you, ready to 
serve you well and promptly in anything having to do with x-ray. 


4 
20 MAY 1956 
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Bbsorption ane distribu- 

to alfparts of the body 
pi, brow Spectrum action 
¢aused by 
Brem-positive and gram-neg itive 
Bacteria. spirochetes, certain 

ange virnses and protozoa 
incidence of adverse 

geections 

eyeilable in a wide selection of 


“tenyenient dosage forms tor 


parenteral or topical! use, 


new. fasher-acting, 
TETRABON 
of tetracyeline) omog enized 
, 125 in each 
de) 5 cc. tea- 
ental; erapeutic blood levels 
hai ¢ hour. of oz. 
the of 
broad-spegtrum activi». dis- 
and idemtstied by Piizer 
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vi-syneral vitamin drop 
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vored 


Each 0.6 ce. provides: 
Vitamin As (natural) $000 U.S.P, Units 
Vitamin D* (natural) 1000 U.S.P. Units 
Ascorbic Acid (Ct). . . 50 


Vitamin 
Choline® 


avored) 


regular 


vi-syneral vitamin drops (untiavoree) 


Samples? write... 


u. S. Vitamin corporation 


(Arlington-Funk Laboratories, division) * 250 East 43rd St. * New York 17, N. Y. 


a great new fortified aqueous vitamin formula 
100% | atural vitamins AandD- 
—water soluble, better utilized 
no-burp, no-fish oif taste Thiamine HCI (B1). mg. 
or odo allergens remo’ Niacinamide. . . 10mg. 
: . 
Ss 
available 
as 
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for control of : : fluid balance 


By inhibiting carbonic anhydrase, 

DIAMOX produces prompt, ample 
diuresis. Taken in the morning, its 
effect ceases within 6-12 hours thereby 
permitting uninterrupted sleep at night. 


This nontoxic drug—the most widely prescribed of its kind— 


is particularly suited to long-term use since patients dg nq ‘ ia, 
readily develop tolerance. 
DIAMOX is also effective in the treatment of gla a, epilepsy frre- a 
menstrual tension, and the — with toxemia g#pregnancy. 
tablets fog-dral us ) 
500 mg. a ‘or intrgyénous/ise 
Critical cas 


Acetazolamide Lederle 
the nonmercurial diuretic 


LEDERLE LABORATORIES DIVISION CYANAMID Company PEARL RIVER, NEW YORK 
REG. U. S. PAT. OFF, 
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now...treatment on two therapeutic 


levels important in hypertension 


PSYCHE 


~~ (irom Cohen, Cross & Johnson: Am. Pract. 6: 1030, 1955.) 


HOW UNITENSEN WITH RESERPINE LOWERS BLOOD PRESSURE 


patient | CM. | AT. BS. | NF. | RG. | ve] 

Smithwick 

group 4 3 4 3 3 3 4 


Blood Pressure 195 205 210 250 220 205 215 


BEFORE 130 115 130 115 130 110 120 , 


Blood Pressure 160 175 170 170 175 180 175 


AFTER 95 110 96 95 105 90 100 


“The symptoms of hypertension usually arise in a social setting of 
emotional stress."' Unitensen-R helps to calm down the hyper- 
tensive patient and make him feel better. 


1. Weiss, E.: Am. Pract. 6: 1690, 1955. 


Unitensen-R combines Unitensen—a safe, effective 
anti-hypertensive agent and reserpine—a tranquilizing 
alkaloid of rauwolfia. Unitensen-R dependably lowers blood 
pressure in most patients without serious side effects; and at 
the same time, gives patients a feeling of well-being. 
Dosage is simple and tablets are economical. 


UNITENSEN-R 
+T.M. Reg., U.S. Pat. Off. 


Each Unitensen-R tablet contains: 


Cryptenamine 1 mg. 
(as tannate salt) 
Reserpine 0.1 mg. 


Bottles of 50, 100, 500 and 1000. 


Also available: Unitensen Tannate Tablets 
brand of eryptenamine 


NEISLER & COMPANY DECATUR, ILLINOIS 


| 
| 


in nasal allergies... 
rapid relief from congestion 


breathing easier in 2 to 5 minutes - relief even for refractory patients 
safe for bypertensive and cardiac patients + equally well-tolerated by 
adults and children + in convenient new spray form 


CORTICLORON Nasal Spray, 15 cc., in plastic bottle, provides superior coverage 
with evenly atomized mist. Also available for ophthalmic use — CORTICLORON 
Sterile Suspension, 15 cc. dropper bottle. 


‘. CORTICLORON,® brand of cortisone acetate and 
chlorprophenpyridamine preparations. 


CORTICLORON 
| NASAL SPRAY | 


Anti-inflammatory « Antiallergic 
CHLOR-TRIMETON ® 
+CORTISONE 


be 
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Superior antacid action and... 


"For palatability, 


many patients prefer Maalox 


Maa.ox®, an efficient antacid suspension of magnesium- 
aluminum hydroxide gel, is smooth-textured, and always 
pleasant to take. MAALOX was tested by thousands of hos- ge : as 
pital outpatients, who preferred it to other antacids. Indeed, ¢” try Ascriptin Tablets 
high patient acceptability (without danger of constipation ) (Aspirin buffered with Maalox) ¥ 
is one of the outstanding advantages of MAALox therapy.” © Doubles blood salicylate level 
As to chemistry: has more acid-binding capacity . more \ 
than aluminum hydroxide gel, and maintains its antacid 
effect twice as long.* Samples on request. ' 
Supplied: Suspension, bottles of 12 fluidounces. 
Tablets, bottles of 100. Samples sent promptly on request. 
1. Kramer, P.: Med. Clin. North America, 39:1381, Sept. 1955. 
2. Morrison, Samuel: Am. J. Gastroenterology 22:309 (1954). ™ 
3. Rossett, N. E., Rice, M. Jr., Gastroenterology 26:490 (1954). 


better suited for antacid therapy’ 


WILLIAM H. RORER, Inc. PHILADELPHIA, PA. 


i 
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for Initial Therapy | 


Effective in up to 80% of mild hypertensives! and in 
many patients with more severe forms of hypertension.’ 


Rauwiloid represents the balanced, mutually pobiatinted 
actions* of several Rauwolfia alkaloids, of which reserpine and 
the equally antihypertensive resciniamine have been isolated. 


Homes, reserpine is not the total active antihypertensive 
principle of the rauwolfia plant. 


rauwolfia root. Recent investigations confirm the desirability 


pression...was...less frequent with alseroxylon...’* 


1. Moyer, J. H., in discussion of Galen, W. P., and Duke, J. E.: Outpatient Treatment 
of Hypertension with Hexamethonium and Hydralazine, South. M. J, 47:858 (Sept.) 
1954. 

2. Finnerty, F. A., Jr.: The Value of Rauwolfia Serpentina in the Hypertensive Pa- 
tient, Am. J. Med. 17:629 (Nov.) 1954. 

3. Cronheim, G., and Toekes, I. M.: Comparison of Sedative Properties of Single 
Alkaloids of Rauwolfia and‘ Their Mixtures, Meet. Am. Soc. Pharmacol. & Exper. 
Therap., Iowa City, Iowa, Sept. 5, 1955. 

4. Moyer, J. H.; Dennis, E., and Ford, R.: Drug Therapy (Rauwolfia) of Hyperten- 
sion. II. A Comparative Study of Different Extracts of Rauwolfia When Each Is Used 
Alone (Orally) for Therapy of Ambulatory Patients with Hypertension, A.M.A. Arch. 
Int. Med. 96:530 (Oct.) 1955. 


The dose-response curve of 
Rauwiloid is flat, and its dos- 
age is uncomplicated and 
easy to prescribe...merely 

mg. tablets at bedtime. 


Rauwiloid is the original alseroxyion fraction of India-grown 
Rauwolfia serpentina, Benth., a Riker research development. 


Rauwiloid is freed of the undesirable alkaloids of the whole . 


of Rauwiloid (because of the balanced action of its contained © 
alkaloids) over single alkaloidal preparations; ‘‘...mental de- 


Riker 


~ 
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‘an 85% over-all @f 


im relieving skelet 
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ith a single oral dose, F 
muscle. 


Etiective up to 6 hours 


prod 
of sical 


Fas 


im re 
Baches the ideal striate-mus¢ 


-eloxont Gee 


lions showed i 


Laboratories, Inc * Philadelphia 32, Pa. 


muscie spasm . 
egies 
| ine, : 
fe 
(sic disorders 
with spasticity due to spinal 
Son, K. M.; Peak, W. P., and Hermann, I. F.: J.A.M.A. 
| bmez, M.; Valdes-Rodriguez, A., and Drew, A. L.: J.A.M.A 93 
t Relief of skeletal muscle spasm without interference with nor > 
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maximum efficacy with minimum risk 


Terfonyl 


SQUIBB METH-DIA-MER SULFONAMIDES 


mg. per 100 mi. 
v 


, BLOOD LEVELS IN MAN ON DOSAGE OF 6 GM. PER DAY 


— After Lehr, D., Modern Med. 23:111 (Jan. 15) 1955. 


Terfonyl is absorbed as well as single “soluble” sul- 
fonamides, but is eliminated at a slower rate. For this 
reason, Terfonyl blood levels are much higher. 


In experimental infections (Klebsiella, Pneumococcus, 
Streptococcus), Meth-Dia-Mer sulfonamides have been 
shown to be from three to four times more effective 
on a weight basis than single “soluble” sulfonamides. 


Toxicity is minimal because normal dosage provides 
only one-third the normal amount of each sulfonamide. 
The body handles each component as though it were 
present alone, although therapeutic effects are additive. 


Terfonyl Tablets, 0.5 Gm., bottles of 100 and 1000. 
Terfonyl Suspension, 0.5 Gm. per 5 ml., pint bottles. 


0.167 Gm. each of sulfamethazine, sulfadiazine and sulfa- 
merazine per tablet or per 5 ml. teaspoonful of suspension, 


SQUIBB ‘TERFONYL’® IS A SQUIBB TRADEMARK 
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Functional cardiovascular disorders: 
heart conscious patients 


neurocirculatory asthenia 


Palpitations 
Premature systoles 
Sinus tachycardia 


Respiratory irregularity 


Average Dose: 
3-4 ‘Tablets Daily 


Proven safe 


in more than 


3400 Published Cases 


Ergotamine tartrate 0.3 mg. 
Bellafoline 0.1 mg. 
Phenobarbital 20.0 mg. 


Sandoz 


SANDOZ pHARMACEUTICALS 
HANOVER, N. J. 


| 
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_. When using Mephenesin 
prescribe enough to get results! 


is the M in Silmidate-M 


For relief of pain associated with muscle spasm, each tablet of 
Silmidate-M contains: 


500 mg. Mephenesin 

plus 

200 mg. Salicylamide 

25 mg. Ascorbic Acid 

Dose: 2 to 6 tablets— 3 to 5 times daily 


CHARLES C. HASKELL & CO., INC., Richmond, Virginia 


956 VOLUME 49 ee 31 
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BRAND OF MECLIZINE HYDROCHLORIDE 


longest-acting motion-sickness remedy’ 3—> effective in low dosage 3—> controls various 
symptoms of motion sensitivity in minutes 3 —> one dose often prevents motion sickness 
for 24 hours »—> assafeasa placebo’ 3» BONAMINE TABLETS, scored, tasteless, 25 mg. 
33 BONAMINE CHEWING TABLETS, pleasantly mint flavored, 25 mg. 


1. Report of Study by Army, Navy, Air Force Motion Sickness Team: J.A.M.A. 160:755 (March 3) 1956. *Trademark 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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Relax 


the nervous, 


tense, 


emotionally unstable: 


Each tablet contains: 

0.1 mg. 
or 0.25 mg. 
or 1.0 mg. 
or 4.0 mg. 


The elixir contains: 
0.25 mg. 
per 5 ce. teaspoonful 
Supplied: 
Scored tablets 
0.1 and 0.25 mg. in bottles of 
100 and 500 
1.0 and 4.0 mg. in bottles of 100 
Elixir in pint bottles 


The Upjohn Company, Kalamazoo, Michigan 


1956 
‘ 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institute in America) 


EYE, EAR, NOSE and THROAT PROCTOLOGY and 
A three months combined full-time refresher course GASTROENTEROLOGY 
consisting of attendance at clinics, witnessing operations, A combined course comprising attendance at clinics and 
lectures, demonstration of cases and cadaver demonstra- lectures; instruction in examination, diagnosis and 
tions; operative eye, ear, nose and throat on the cadaver; treatment; witnessing operations; ward rounds, dem- 
clinical and cadaver demonstrations in bronchoscopy, onstration of cases; pathology; radiology; anatomy; 
laryngeal surgery and surgery for facial palsy; refrac- operative proctology on the cadaver; attendance at de- 
tion; radiology; pathology, bacteriology and embryology; partmental and general conferences. 
medicine; allergy, as applied to clinical practice. Exam- 
ination of and post- UROLOGY 
operatively in the wards and clinics. Attendance at A combined full-time course covering an academic year 
departmental and general conferences. (8 months). It comprises instruction in pharmacology; 
physiology; embryology; biochemistry; bacteriology and 
OBSTETRICS and GYNECOLOGY pathology; practical work in surgical anatomy and uro- 
logical operative procedures on the cadaver; regional 
A two months full-time course. In Obstetrics: lectures, and general anesthesia (cadaver); office gynecology; 
prenatal clinics; attending normal and operative deliv- proctological diagnosis; the use of the ophthalmoscope; 
eries; detailed instruction in operative obstetrics (mani- physical diagnosis; roentgenological interpretation; elec- 
kin). X-ray diagnosis in obstetrics and gynecology. trocardiographic interpretation; dermatology and syph- 
Care of the newborn. In Gynecology: lectures, touch ilology; neurology; physical medicine; continuous in- 
clinics; witnessing operations; examination of patients struction in cystoendoscopic diagnosis and operative 
pre-operatively; follow-up in wards post-operatively. instrumental manipulation; operative surgical clinics; 
Obstetrical and gynecological pathology. Culdoscopy. demonstrations in the operative instrumental manage- 
Studies in Sterility. Anesthesiology. Attendance at ment of bladder tumors and other vesical lesions as 
conferences in obstetrics and gynecology. Operative well as endoscopic prostatic resection; attendance at 
gynecology on the cadaver. departmental and general conferences. 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 


integrated relief... TABLETS (yellow, coated), each containing 
mild sedation hudrachloide CIDA) and 40 mor phenoderbitel 
CIBA visceral spasmolysis 
Summit, N. J. mucosal analgesia unis 
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a new topical anesthetic for oral administration 


XY LOCAINE’ VISCOUS 


(Brand of lidocaine*) 


the most effective anesthetic 


for the proximal parts of the digestive tract 


® Quick acting with prolonged effect 


A ® High viscosity and low surface tension permit the 
anesthetic, Xylocaine Hydrochloride, to come into 
can immediate and intimate contact with the mucous membranes 


Safe... nonirritating . . . nonsensitizing. 


®@ Cherry flavored .. . pleasant and easy to take. 


®@ Xylocaine Viscous has proved valuable in the 
**dumping”™ syndrome, hiccup, pyloric spasm caused 
by peptic ulcer, stomatitis, pharyngitis, esophagitis, 
acute cardiospasm, pylorospasm in infants, 
severe vomiting of pregnancy, esophagoscopy, 
gastroscopy, gastric intubation and gastric lavage. 


® Contains 2% Xylocaine Hydrochloride in an aqueous solution 
adjusted to a suitable consistency with carboxymethylcellulose. 
Cherry flavored for palatability. 


Supplied: In bottles of 100 and 450 cc. 
Average Dosage: One tablespoonful, administered orally. 
Additional information available upon request 


Astra Pharmaceutical Preducts, Inc., Worcester 6, Mass., U.S.A. 


*U.S. Patent No. 2,441,498 
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Q Q K for other signs of 
biliary dysfunction 


in ‘‘chronic constipation’’ patients 


Other symptoms of dyspepsia, such as flatulence, 
intestinal atony, and belching—along with the patient’s 
chronic constipation—may indicate a functional 
disorder of the biliary tree. 


gratifying improvement with 


Pa 


omptly relieves symptoms of 
ysfunction...ineluding chronic constipation. Neo- 
‘holan increases the production of bile and. promot 
roper drainage of bile into the duodemt 


1 or 2 Neocholan tablets t.id.—with meals—is the usual effective dosage. 
As symptoms improve the dose may be decreased to 1 or 2 tablets daily. 
Each Neocholan tablet supplies Dehydrocholic Acid 250 mg. (334 grs.); 
Homatropine Methylbromide 1.2 mg. (1/50 gr.); Phenobarbital 8.0 mg. 
(% gr.). Bottles of 100 and 1000 coated, yellow tablets. 


PITMAN-MOORE COMPANY Division of Allied Laboratories, Inc. Indianapolis 6, Indiana 
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and the 60-10-70 Basic Pian 


In the development of good eating habits, medication is 
important, not only in initiating control, but also in 
maintaining normal weight.!:23 


e Methamphetamine for its anorexigenic and mood- 
lifting effects. 


e Pentobarbital as a balancing agent, to guard against 
excitation. 


e Vitamins B, and B, plus niacin to supplement the diet. 


e Ascorbic acid to aid in the mobilization of tissue 
fluids. 


Since Obedrin contains no artificial bulk, the hazards 
of impaction are avoided. The 60-10-70 Basic Plan 
provides for a balanced food intake, with sufficient 
protein and roughage. 


Write for 
60-10-70 Menu pads, weight charts, 
and samples of Obedrin. 


Semoxydrine HCl (Metham- 
phetamine HCl) 5 mg.; Pen- 
tobarbital 20 mg.; Ascorbic 
acid 100 mg.; Thiamine HCl 
0.5 mg.; Riboflavin 1 mg.; 
Niacin 5 mg. 


1. Eisfelder, H.W.: Am. Pract. 
& Dig. Treat., 5:778 (Oct.) 
1954). 

2. Sebrell,W.H.,Jr.:J.A.M.A., 
152:42 (May, 1953). 

3. Sherman, R.J.: Medical 
Times, 82:107 (Feb., 1954). 


THE S. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE 


1956 37 
. 
ts 
id 
4 
/ 
> i> | 
| 
bedrin contains: 
Formula 
| 
| 
| 


SOUTHERN MEDICAL JOURNAL 


GOTASTOP WATCH? . 


4 
Verse by 
RICHARD ARMOUR 


Illustrations by 
Leo HERSHFIELD 


One thing that’s important for people with aches 
As awful as migraine produces 

Is the time that the rescuing tablet takes 
To dissolve in the gastric juices. 


A tablet can drop to the stomach like lead, 
End over end or revolving, 

Then lie there like lead (oh, those pains in the head!) 
And take its sweet time dissolving. 


But Wigraine disintegrates quick as can be, 
It doesn’t just lie around lurking. 

In a mere thirty seconds, its forces set free 
It’s all broken up—and it’s working. 


WIGRAINE 


Truly fast-acting because of rapid disintegration, 
Wigraine tablets each contain 1.0 mg ergotamine 
tartrate and 100.0 mg caffeine to abort head 

pain; 0.1 mg belladonna alkaloids to alleviate 
nausea and vomiting; and 130.0 mg ; 
acetophenetidin to relieve residual 

occipital muscle pain. Available foil- 

stripped for easy carrying in boxes of 20. 


Organon INC, 
ORANGE, N. J. 
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Electromyographic study of neuromuscular hyper- 
activity in 42-year-old male with anxiety-tension syn- 
drome, A, Before EQUANIL; action potential of high 
amplitude and frequency. B, After one week of 


The remarkable effectiveness of EQUANIL may 
be demonstrated in two ways. One is by its 
ability to relieve muscle spasm and neuromuscu- 
lar tension.! The second is by its ability to 
relieve mental tension and anxiety. 


MEPROBAMATE 
(2-methyl-2-n- propyl-1,3-propanediol dicarbamate) 
Licensed under U.S. Patent No. 2,724,720 
Electromyography shows decisive response 


ambulatory treatment with EQUANIL; showing def- 
inite reduction in tension, greater ability to relax, 
and marked improvement in muscular coordina- 
tion. C, Point where patient makes effort to relax.' 


Usual dosage: 1 tablet t.i.d. The dose may be adjusted either 
up or down, according to the clinical response of the patient. 


Supplied: Tablets, 400 mg., bottles of 50. 
1. Dickel, H.A., et al.: West. J. Surg., April, 1956. 


anti-anxiety factor 
with muscle-relaxing action 
... felieves tension 


*Trademark 
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NOW... for better patient response 
all factors to treat all treatable anemias 


ARMATRINSIC 


One of the reasons for better patient response . . . Armatrinsic supplies 
ferrous betainate hyarochloride—the new iron salt with the “built-in” 
hydrochloric acid, important for proper iron absorption. 


(Containing Intrinsic Factor)... 
Vitamin Biz Activity Concentrate............... meg. 
Ferrous Betainate 


JUST 1 ARMATRINSIC CAPSULE B.1.D. SUPPLIES: 


Adults: 2 er 3 capaules dally with meals. 
Bottles of 50 capsules (small, attractive, odorless) 


«and for your anemic patients who preter liquids ARMATINIC® 


For a fast start and vigorous Improvement 
Bottles of 8 and 16 fl.oz. 


AA THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 


i 
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iliac crest puncture 
Vitamin Bi2 with Intrinsic Factor Concentrate® ..............1 U.S.P. Unit (Oral) 
Liver Fraction 2 N.F. with Duodenum 
| 
; 100 mg. of Elemental iron 
*Unitage established before compounding 
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nthe bug bugaboo — 


Gantrisin (acetyl) Pediatric Suspension 
is is the answer to both the infectious 
organism and the bugaboo of medicine taste. 


Gantrisin is a single, soluble,wide- 
spectrum sulfonamide, well tolerated by 
all ages. The acetyl form has a fine 
raspberry flavor -- no medicine taste. 


- brand of sulfisoxazole 


Gentrisio® (acetyl) - brand of acetyl sulfisoxazole 


a original research in medicine and chemistry 
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A Practical New Steroid 
for Protein Anabolism 


Nilevar* 


(BRAND OF NORETHANDROLONE) 


PROTEOGENIC EFFECTIVENESS + The newest Searle Research 
development, Nilevar, exerts a potent force in protein anabo- 
lism. Yet it is without appreciable androgenic effect (approxi- 
mately one-sixteenth of that exerted by the androgens). 

Investigations with Nilevar show that nitrogen, potassium 
and phosphorus are retained in ratios indicating protein anab- 
olism. Nilevar is thus the first steroid which is primarily ana- 
bolic and which provides a practical means of meeting the 
numerous demands for protein synthesis. 


NILEVAR IS ORALLY EFFECTIVE + Clinical response to Nilevar 
is characterized not only by protein anabolism but also by an 
increase in appetite and an improved sense of well-being. 


SAFETY AND PRECAUTIONS + Nilevar has an extremely low 
toxicity. Laboratory animals fail to show toxic effects after 
six months of continuous administration of high dosages. 
Nilevar should not be administered to patients with prostatic 
carcinoma. Nausea or edema may be encountered infrequently. 


DOSAGE + The daily adult dose is three to five Nilevar tablets 
(30 to 50 mg.) but up to 100 mg. may be administered. For 
children the daily dose is 1 to 1.5 mg. per kilogram of body 
weight. Individual dosages depend on need and response to 
therapy. Nilevar is available in 10 mg. tablets. G. D. Searle & 
Co., Research in the Service of Medicine. 


| 


Nilevar is indicated in the vast 
area of surgical, traumatic and 
disease states in which protein — 
anabolism is desirable for has- _ 
tening recovery. The specific 
indications are: . 


INDICATIONS: 


2. Recovery from surgery. 


3. Recovery from illness: pnev- 
monia, poliomyelitis and the 
like. 


4. Recovery from severe 
trauma or burns. 


diseases such as carcinoma 
tosis and tuberculosis. ; 


6. Domiciliary care of decubi- 
tus ulcers. 


*Trademark of G. D. Searle & Co. 
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Preparation for elective sur 
gery. 
i 
Nutritional care in wasting 
7. Care of premature infants. 
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a sulfonamide preparation with 


“maximum therapeutic efficiency 
at a minimum risk to the patient...” 


High urine solubility at 
common clinical pH values’ 


g./ 100 ce. 
a 
/ 

SULFISOXAZOLE 

ook FREE sacervt, 
Sy 
a / 


A triple sulfa’ has better solubility at the 
acidic reactions of urine in many 
patients.' (Chart adapted). 


Sulfa’ High blood levels' 
mg./100 ce. 
- 
TRIPLE SULFA’ 
10.0 
75 SULFISOXAZOLE 
10 PATIENTS 


Atriple sulfa’produced blood levels twice 
as high as those of the same dose of 
sulfisoxazole (6 Gm. per day).' (Chart 


adapted). 


Brand of PR: dia-mer sulfonamides 


TRIPLE SULFONAMIDE TABLETS 


Triple sulfonamide mixtures such as Tripazine are 
“preparations of choice” for treatment of 
sulfonamide-sensitive infections. “High blood levels and 
excellent tissue diffusion can thus be combined with a 
few sensitization reactions and reliable protection 

of the kidney.” 


Tripazine is highly useful in 


@ Systemic or localized infections, particularly those caused by 
hemolytic streptococci (Lancefield’s Group A) « 
pneumococci e micrococci (staph.) « meningococci « 
Klebsiella pneumoniae « Hemophilus influenzae « 
Neisseria gonorrhoeae 


@ in such diseases as 
nonviral pneumonia * bacillary dysentery * urinary tract 
infections * meningococcic bacteremia and meningitis * 
gonococcic urethritis * and in conjunction with an 
antibiotic in actinomycosis and gas gangrene 


e for prophylaxis of 
rheumatic fever « meningococcal and streptococcal 
infections « bacillary dysentery during epidemics 


Each scored, gray Tripazine tablet supplies the closely 
related sulfonamides: sulfadiazine, sulfamerazine, 
sulfamethazine, 0.167 Gm. each. 

0.5 Gm. tablets, in bottles of 100 and 1000. 


Lehr, D.: Present ce of Sulfonamide Therapy, Mod. Med. 
23: 111 (Jan. 15) 1955 
*Trademark 
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Quickly Relieves Nasal Congestion in Colds, 
Sinusitis, Allergic Rhinitis 


RHINALL noe dveps 


A better nasal medication to assure your patient 
of prompt, prolonged relief. 


e Safe for children and adults 
e No burning or irritation 
e No bad taste or after-reactions 


e No risk of sensitization 
contains: 


Phenylephrine Same proven formula available in 14 oz. plastic 
Hydrochloride . . . . 0.15% 


“Propadrine” Hydrochloride 0.3% Spray bottle. Samples on request. 


In an isotonic saline menstruum 


RHINOPTO COMPANY, DALLAS, TEXAS 
Ethical Specialties for the Profession 
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This in anemia is thell 
_ ability, possessed only by cobalt, to stimulate 
_ the bone marrow. With Roncovite, patient — 
well-being naturally accompanies rapid and © 
parallel i increases in RBC’s 


57 of the 58 pation per reentn 
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- With Roncovite,...‘‘most patients felt an increased sense of well- 
___ being when hemoglobin levels were elevated.” 
Hic One tablet after eact meal e and at bedtime. Children 1 
_ infants tess than 1 year, 0.3 cc. (5 drops) once daily diluted with water, milk, fruit or - 
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for diarrhea.. 


LACTINE 


LACTINEX GRANULES and LACTINEX TABLETS 
contain a standardized viable mixed culture of Lactobacilli 
acidophilus and bulgaricus with the naturally-occurring 
metabolic enzymes produced by these organisms. 


LACTINEX TABLETS—A clinically proven treat- 
ment for gastrointestinal disturbances, including diarrhea’? 


(antibiotic induced and others) in infants and adults. 


LACTINEX GRANULES—An especially designed 
dosage form (served on cereal, food or with milk) of this 
effective product for the pediatric and geriatric patient. 


Dosage: Three or four tablets or one packet, three or 
four times a day. 


Supplied—tablets in bottles of fifty—granules in 
boxes of twelve, one gram packets. 


1. Siver, Robert H.: Current Medical Digest, Vol. XXI, 
No. 9, September 1954. 
2. McGivney, John: Texas State Journal of Medicine, Vol.. 


51, No. 1, January 1955. <i> 
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Surgical Oophorectomy and 
Adrenalectomy in the Management 
of Advanced Breast Cancer: Clinical 


Indications and Results* 


CHARLES ECKERT, M.D., WILLIAM O. AIKMAN, M.D., 
T. E. WEICHSELBAUM, Ph.D., ROBERT ELMAN, M.D., and 
LAUREN V. ACKERMAN, M.D.,7 St. Louis, Mo. 


The effectiveness of adrenalectomy in advanced carcinoma of the breast is difficult to evaluate 
because of the unpredictable course of this malignancy. 


EXPERIENCE WITH TOTAL ADRENALECTOMY in 
the management of patients with advanced 
mammary cancer is now sufficient to indicate 
that it may be an important adjunct to radia- 
tion therapy, exogenous hormone administra- 
tion and oophorectomy. Since the adrenal 
glands are essential for life, replacement ther- 
apy following adrenalectomy is necessary for 
the remaining life span of the patient. 
Reported experience with this operation in- 
dicates that it can be carried out with small 
immediate operative risk and little danger of 
later complications resulting from the absence 
of the adrenals, provided care is exercised in 
the follow-up of the patient. Because of the 
serious implications of this operation, patients 
have been selected for adrenalectomy on the 
basis of the unavailability of alternative 
methods of treatment. This means that x-ray 
therapy can no longer be given because of the 
disseminated nature of the process or because 
of previous treatment to the limit of tolerance, 
that exogenous hormone therapy has been 
utilized until it is apparent that no influence 
on tumor growth is to be derived, or that fol- 


lowing a beneficial response, reactivation has 
occurred. 


*Read before the Section on Surgery, Southern Medical As- 
ber Annual Meeting, Houston, Tex., Novem- 


+From the Department of Surgery, Washington University 
oe of Medicine and Barnes Hospital, St. Louis, Mo. 
ided by United States Public Health Service Grant C-2675. 


Patients selected on this basis are reported 
to be benefited in from 38 to 50 per cent of 
cases.16 The type of improvement consists 
of objective changes such as radiographic heal- 
ing of osteolytic metastases, healing of local 
and visceral soft tissue tumor deposits, or the 
subjective relief of pain, and improvement of 
the general condition. The varied natural his- 
tory of breast cancer makes it difficult to state 
that life expectancy is altered. Since no series 
has been reported in which adrenalectomy 
had been carried out without the use of other 
palliative agents, the comparative effective- 
ness of these methods of treatment remains to 
be determined. It is possible that the earlier 
application of adrenalectomy will be more ef- 
fective, than the withholding of adrenal- 
ectomy until other methods of treatment have 
failed. 


Reported Results 


The evaluation of patients who have been 
subjected to adrenalectomy for advanced 
breast cancer has given some information 
which may be helpful in the selection of cases. 
Huggins*® states that older patients in his 
series responded better than did younger ones, 
improvement being noted in the age group of 
40 to 65 years. Randall® in reporting the ex- 
perience of the Memorial Hospital states that 
improvement in their series occurred in 
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patients in the age group 31 to 52. Pearson* 
feels that the patient who has shown a good 
response to oophorectomy is most likely to 
respond to adrenalectomy. If previous efforts 
to influence tumor growth through alteration 
of hormonal balance has been unsuccessful, 
providing the efforts have been adequate, it 
is unlikely that a response will be obtained 
by adrenalectomy. A correlation between the 
biologic potential of the tumor, in terms of 
the duration between radical mastectomy and 
the appearance of metastatic or local disease, 
and the response to adrenalectomy is said to 
exist. The biologically aggressive tumor is 
less likely to be influenced than is the tumor 
which reappears after a longer time interval. 
The histologic pattern of the tumor is con- 
sidered to be of prognostic significance by 
Huggins,* well differentiated adenocarcinomas 
being most responsive. Galante and associates* 
were unable to confirm this observation. In 
the experience of Sir Stanford Cade’ patients 
with extensive pleural, pulmonary or medias- 
tinal involvement have responded poorly to 
adrenalectomy. 

Pearson and collaborators’ report that cal- 
cium excretion studies in patients with bone 
metastases maintained on a constant calcium 
intake are of value in the selection of patients 
for oophorectomy, testosterone therapy and 
adrenalectomy. A significant elevation in cal- 
cium excretion following the administration 
of estrogens indicates estrogen sensitivity or 
dependency. Another technic used as a prog- 
nostic tool for adrenalectomy has been the in- 
jection of luteotrophin, the response of the 
involved or remaining breast by lactation is 
believed by Huggins*® to be of favorable im- 
port since it is an indication of functional 
maturity. 


Clinical Study 


It is apparent that many unsolved problems 
remain in the application of adrenalectomy 
in the clinical management of patients with 
advanced breast cancer. For this reason we 
felt justified in reviewing our own experiences 
with adrenalectomy. When this study was 
first started it was decided that only patients 
in whom no alternative method of palliative 
therapy was available would be considered for 
adrenalectomy. Our early experience with this 
method of selection, in addition to our desire 
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to compare adrenalectomy with other methods 
of altering hormonal balance, led us to change 
our plan of selection to include patients who 
were unsuitable for radiation therapy, but in 
whom exogenous hormone therapy had not 
been used. 


Premenopausal and menopausal patients 
were to have a preliminary oophorectomy un. 
less previous pelvic surgery had been per. 
formed, or a definite history of pelvic inflam. 
matory disease was obtained. In the latter in. 
stance x-ray sterilization was carried out. 
When evidence of lack of response, or further 
progression was available, adrenalectomy was 
to be performed. In postmenopausal patients 
oophorectomy and adrenalectomy was to be 
performed without an interval for observa. 
tion. The basis for carrying out oophorectomy 
in the postmenopausal patients was the report 
of Sommers® in which an increased incidence 
of interstitial cell hyperplasia of the ovaries 
was found in postmenopausal women with 
breast cancer, in comparison with women of 
similar age groups without breast cancer. In 
our early experience the postmenopausal 
patient was operated upon in two stages, 
oophorectomy and unilateral adrenalectomy 
were done in the first stage, followed by re 
moval of the remaining adrenal when the pa 
tient was considered to be in suitable condi- 
tion for further surgery. 


The posterolateral extraperitoneal ap 
proach with resection of the twelfth rib and 
occasionally section of the eleventh rib was 
used for adrenalectomy. Patients tolerated the 
manipulation involved in turning them from 
the supine position to the lateral decubitus 
quite poorly. Accordingly, in later cases the 
adrenalectomy was carried out as a one stage 
procedure with the patient in the prone pos 
tion. We have had no experience with trans 
abdominal adrenalectomy. 


Replacement therapy is started 24 hou 
prior to adrenalectomy, 100 mg. of cortisome 
being given intramuscularly. One hour prior 
to operation an additional 100 mg. is give 
Postoperatively 100 mg. of cortisone is givel 
intramuscularly every four hours for 24 houts 
with rapid decrease in dosage until a mail 
tenance level of 37.5 to 50 mg. of oral come 
sone per 24 hours is reached. We have found 
that patients do better when the maintenane 
level is divided and given at six hour interval 
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rather than in one or two doses. Apparently 
hepatic conjugation of oral cortisone is suf- 
ficiently rapid to lead to symptoms of insuf- 
ficiency when the dose is not fractionated over 
the 24 hour period. 


Results 


Thirty patients have been operated upon, 
two of these are too early in the postoperative 
period to evaluate the response. A brief sum- 
mary of each case is given in table 1. Of the 
28 patients who can be evaluated 9 patients 
have been improved. Objective improvement 
in the form of measurable decrease in soft 
tissue tumor was observed in 4 patients. In- 
complete regression of pleural and pulmonary 
metastases was observed in one patient. Def- 
inite sclerosis of osteolytic metastases was ob- 
served in only one patient (Fig. 1). In one 
patient who was bedridden prior to adrenal- 
ectomy, the blood calcium level was 17.5 mg. 
per cent. Following adrenalectomy this patient 
became ambulatory, and within a period of 
six weeks the blood calcium level reached 
normal, where it was maintained. In three 
patients only subjective improvement was 
noted; the physical status of these patients was 
so obviously improved that despite the ab- 
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sence of evidence of tumor regression they are 
included in the “improved” group. 

The age distribution of the patients in this 
series is somewhat younger than the age dis- 
tribution of patients with cancer of the breast 
in general. The youngest patient was 33, the 
oldest 67 years. The average age was 50, the 
mean was also 50. The age of the patients 
who were improved varied from 37 to 55 years. 
In the latter group three patients were pre- 
menopausal, one was over five years past the 
cessation of menses, the others were meno- 
pausal or within 5 years of the cessation of 
menses. 

Six patients of the 30 who have been oper- 
ated upon died without leaving the hospital 
following adrenalectomy. One of these pa- 
tients died before the adrenalectomy was com- 
pleted, following oophorectomy and _ unilat- 
eral adrenalectomy. The cause of death was 
advanced cancer. One patient died on the sec- 
ond postoperative day presumably of acute 
adrenal insufficiency. The remaining four 
deaths were due to such incidents as increased 
intracranial pressure secondary to cerebral 
metastases, or extensive lymphangitic pulmon- 
ary and pleural metastases. Operation did not 


FIG. 1 


Com; 
the metastatic foci. 


parative x-rays obtained 10 months apart, the film on the left 


was obtained before oophorectomy. Note the sclerosis in 
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appear to alter the terminal course of these 
patients. The hospital mortality was 20 per 
cent. 


None of the patients operated upon had 
tumors of the well-differentiated type de- 
scribed by Huggins,® in fact very few of the 
patients with breast cancer operated upon at 
our institution can be included in this cate- 
gory. Of the patients who were improved, five 
had undifferentiated carcinomas, two of these 
were of the clinical variety known as inflam- 
matory carcinoma. One tumor was mucin pro- 
ducing and three showed areas of moderate 
differentiation. Twenty-four patients had sur- 
gical oophorectomy, in six cases microscopic 
metastases were found in the ovaries. Of the 
30 adrenalectomies, microscopic metastases 
were found in eleven cases. Serial biopsy of 
the primary tumor in one patient with in- 
flammatory carcinoma of the breast in whom 
a striking objective response followed adrenal- 
ectomy has shown progressive decrease in 
cellularity, but the individual cancer cells 
continue to look quite healthy (Fig. 2). 
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Grossly no tumor is evident in this patient, 
In the patients who were improved by adrenal- 
ectomy Ovarian metastases were found in two, 
adrenal metastases were found in three, and 
both ovarian and adrenal metastases were 
found in one. 

The average duration of life of the patients 
in this series is six months. Two of the pa- 
tients who were improved are now dead, one 
death occurred at 16 months, the other at 17 
months. Improvement lasted for 11 and 17 
months respectively in these two patients, 
Three patients are now doing poorly at 8 
months, all after an initial beneficial response. 
The duration of improvement in the patients 
who are living varies between 2 and 2] 
months. In three patients improvement con- 
tinues at 21, 8, and 7 months respectively. 

The correlation between the response to 
adrenalectomy and the response to other 
methods of altering hormonal balance, noted 
by others, is not as striking in this series. It 
can be said that a previous response to alter- 
ation of hormonal balance does not necessar- 


Biopsies of primary breast tumor before, and 12 months after adrenalectomy. While the stroma has increased no degenera- 


tion of cancer cells is apparent. 
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ily mean that a good response will follow 
adrenalectomy. Since seven of the nine pa- 
tients who were improved in this series were 
operated upon without giving exogenous hor- 
mones we cannot say that a response was 
achieved in a patient failing to have a re- 
sponse to exogenous hormones. However, two 
of these seven patients had no improvement 
following oophorectomy. 


Conclusions 


1. It is apparent that these data are in- 
sufficient to clarify the question concerning 
the comparative effects of adrenalectomy and 
other methods of altering hormonal balance. 


2. We think it is unlikely that a superiority 
sufficiently great to justify adrenalectomy 
early in the course of the palliative manage- 
ment of advanced breast cancer will be dem- 
onstrated. 


3. Extensive pleural and pulmonary metas- 
tases are not likely to be affected; the opera- 
tive risk is great when this type of metastatic 
involvement is present. 


4. At the present time adrenalectomy 
should be reserved for the patient who has 
shown a good response to the administration 
of testosterone and/or oophorectomy, when 
the principal disease consists of osseous metas- 
tases or local uncontrolled soft tisue tumor. 


5. Patients in the age group 40 to 50 are 
more likely to respond to adrenalectomy than 
are the very young or the very old. 


6. No relation between the histologic pat- 
tern of the tumor and the reponse to adrenal- 
ectomy can be observed in this series. 
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Discussion (Abstract) 


Dr. George B. Sanders, Louisville, Ky. 1 wish to 
congratulate Dr. Eckert on a very honest and objective 
paper. In discussing his paper, I would like to stima- 
late your thinking concerning four main problems in 
the employment of adrenalectomy in advanced breast 
cancer cases which continue to puzzle me. 

The first problem concerns the careful evaluation 
of the remissions obtained by this procedure. There 
is no doubt that there is general agreement among all 
who employ this procedure in the treatment of ad- 
vanced breast cancer that beneficial results do occur, 
and that it appears to be in certain instances a very 
valuable palliative procedure. There is general agree- 
ment also that less than half the patients subjected 
to total adrenalectomy show a remission, that the re- 
mission is unpredictable before operation and that 
by and large one is unable to select with any degree 
of accuracy patients who might have a better chance 
than others of benefiting from the operation. I would 
like to call your attention to the fact that when one 
is dealing with terminal or advanced breast cancer, 
one enters a field where all sorts of startling changes 
in the way of regressions, remissions and unexpected 
exacerbations can and do occur regardless of the type 
of treatment employed. It is confusing and distressing 
to realize that total adrenalectomy takes its place in 
a growing category of procedures employed against 
advanced stages of breast cancer which show a re- 
mission pattern of startling uniformity regardless of 
the mode of treatment used. This category includes, 
in addition to adrenalectomy, oophorectomy, hypo- 
physectomy, estrogen-androgen and cortisone therapy, 
combined corticotropin and nitrogen mustard treat- 
ment and Thio-Tepa. One can say about all of these 
procedures or modes of treatment that from 30 to 50 
per cent of the patients thus treated show a “remis- 
sion” and that most of the remissions are brief. In 
every series treated, there are two or three patients 
who exhibit remissions for one to two years and pos- 
sibly longer. The fact that these most gratifying long 
term remissions occur in all series of cases treated 
by these various logical means of attack suggests that 
they may be cases of cancer which might be expected 
to undergo remission with any type of change in the 
cancer environment, situation or pattern from what- 
ever cause. Should not remission in possibly sus- 
ceptible patients be sought first by some less drastic 
procedure than adrenalectomy, and by one which 
would accomplish in the main the same physiologic 
effect, namely “medical adrenalectomy” by intensive 
cortisone therapy? 

The next problem that comes to mind is the evalu- 
ation of the human material upon which these experi- 
ments of total adrenalectomy are being done. I 
would like to make a plea that investigators doing this 
work evaluate very, very carefully these patients with 
advanced breast cancer, with regard to the adequacy 
of their previous therapy. Inescapably, many of these 
patients have had no prior efficient cancer therapy 
and adrenalectomy may be their first introduction to 
accepted adequate therapy. Many in the earlier 
series had inadequate mastectomy, inadequate roent- 
gen and other forms of treatment with improper 
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follow-up and improper handling all through their 
sad course. The recent series of adrenalectomies 
reported by Sir Stanford Cade is an_ exception, 
however, since he states emphatically that all of 
the patients upon whom he has done adrenalectomy 
had very adequate cancer therapy previously by ac- 
cepted standards. Incidentally, Cade claims the most 
optimistic results thus far, with remissions obtained 
in 65 per cent of the series. He describes prompt ces- 
sation of pain, and clinical improvement within three 
to seven days after operation in those who respond. 
Those who do not respond apparently do not respond 
at all. In addition to objective evidence of regression 
of metastatic lesions he has noticed, as have others, 
lowering of the narcotic requirement of the patients 
and improvement in general health and well being. 
Cade categorically states that total adrenalectomy in 
his opinion is the best palliative therapy for advanced 
breast cancer that has thus far become available. 


The third problem that arises concerns the proper 
place in the sequence of therapeutic efforts against 
advanced breast cancer which total adrenalectomy 
should occupy. In the face of occasional brilliant re- 
sults in terminal breast cancer one is always tempted 
to employ adrenalectomy earlier. Dr. Eckert has, I 
think, partially answered this question in a negative 
fashion in his paper and I am certainly in complete 
agreement. Not only may the employment of other 
therapeutic measures, before resorting to total adrenal- 
ectomy give remission-susceptible patients a chance 
for a lasting remission by some less arduous procedure, 
but it may serve to give us valuable information about 
the biologic properties of the particular cancer under 
consideration. Then too, if adrenalectomy were em- 
ployed early in the course of treatment, and were it 
to fail, other forms of palliative therapy, for example 
x-ray therapy, could not be carried out intensively on 
such an adrenalectomized patient without considerable 
increase in the hazards of toxic effects. 

Finally, it is also important to think about the ques- 
tion of where and by whom these operations should 
best be done. At the present time, all over the world, 
radical mastectomies are being done with vast dif- 
ferences in technical excellence with considerable vari- 
ation in the long term results, not only by surgeons 
in well-organized centers but by community surgeons 
everywhere. Should total adrenalectomy be thus em- 
ployed? 

Dr. N. C. Hightower, Jr., Temple, Tex. 1 have had 
the opportunity to follow with my surgical colleagues, 
approximately 25 patients after adrenalectomy. In a 
discussion such as this, I think there are a few points 
worthy of emphasis. 


Dr. Jones has shown us some very interesting slides 
that demonstrate how the blood pressure may fluctuate 
during the operative procedure for removal of pheo- 
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chromocytoma. Up until 1951, when Dr. Graham! re. 
viewed the surgical experience with pheochromocy- 
toma, the mortality rate during operation and in the 
first 48 postoperative hours was something like 28 per 
cent. When I was working with Dr. Roth and Dr, 
Priestley on this problem in Rochester, I had the 
opportunity to follow about a dozen of these pa- 
tients.2 We learned that if we had Regitine and 
norepinephrine available for immediate use, we could 
control the radical fluctuations in blood pressure very 
well. Manipulation of the tumor is apt to cause ex- 
treme and sudden hypertension due to the release of 
epinephrine and norepinephrine, while a marked hypo- 
tensive state may occur when the venous supply 
from the tumor is ligated. It was our experience that 
a marked drop in pressure was most likely to occur 
in the patient who had a sustained hypertension. Fre. 
quently, these patients required continuous intra- 
venous norepinephrine for 24 to 36 hours to maintain 
a normotensive level of blood pressure. 


At the Scott and White Clinic with Dr. Speed, we 
have been performing bilateral adrenalectomy and 
oophorectomy for advanced carcinoma of the breast. 
We have been doing our procedure in one stage. The 
patients have been selected for this type of surgery 
after all other therapy apparently has failed. This in- 
cludes radical surgery, roentgen therapy, and hormone 
therapy. In our results with 11 patients, we have had 
one death three months postoperatively, one at eight 
months postoperatively, and the remainder of the pa- 
tients have survived for at least one year. We now have 
one patient who has survived for two years. Death 
has not been due to adrenal insufficiency in any in- ‘ 
stance. I think this is a point worth stressing, because 
these patients must be taught that they are going to 
have to take cortisone for the rest of their lives. The 
usual maintenance dosage has been 25 to 37.5 mg. 
a day, given in divided doses. In about half of our 
patients, we have had to supplement the cortisone 
with small doses of desoxycorticosterone acetate. The 
usual dose is a 2 mg. linguet, three to four times 
weekly. The DOCA has been added to the regimen for 
two reasons: (1) the patients have trouble maintaining 
homeostasis of their blood pressure; and (2), they lose 
excessive amounts of electrolytes in the urine. These 
patients must be studied very carefully both preopera- 
tively and postoperatively to develop a regimen that is 
best for them as an individual. From the clinical 
standpoint, we have been most impressed by the relief 
of pain and the sense of well-being in these patients 
as a result of their surgical treatment. 


1. Graham, J. G.: Pheochromocytoma and Hypertension: An 
Analysis of 207 Cases, Internat. Abstr. Surg.; Surg., Gynec. 
& Obst. 92:105, 1951. 

2. Hightower, N. C., Jr., Roth, G. M., and Priestley, J. T« 
Operative and Postoperative Control of Blood Pressure 
Pheochromocytoma, J. Lab. & Clin, Med. 
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The Possible Role of Iva Ciliata 
in Hay Fever Therapy’ 


THIS REPORT IS IN THE NATURE OF A REVIEW. 
The low ragweed count of 1954 prompted 
an analysis of 79 fall hay fever cases and the 
possible factors, theoretic or otherwise, which 
may influence therapy and the end results. 
With the low ragweed pollen crop, the antici- 
pated complete freedom from symptoms did 
not materialize in a number of patients. These 
same individuals in past heavy pollen seasons 
had some degree of symptoms. The presence 
of symptoms then was readily explained on 
the basis of the daily increase in the pollen 
count. These patients, seemingly adequately 
treated in 1954, on analysis added confusion 
to past accepted conclusions and emphasized 
the puzzlement. A number of questions 
needed answering. One, what meteorologic 
conditions influence the daily production of 
pollen and the attendant symptoms? Two, is 
there any variation in the pollen grain’s anti- 
genicity in different seasons, and if so, would 
it be more evident in low pollen seasons? 
And three, what is the role of the rough marsh 
elder (Iva ciliata) in furthering symptoms 
in the ragweed sensitive individual? 


It is common knowledge that weather 
influences the production and distribution of 
pollen. The widespread drought of 1930 
served to emphasize the importance of rain- 
fall as regards the development of ragweed. 
For 1954, in the Dallas area, the production 
of ragweed was the lowest encountered in 
five years of survey using the Durham Shelter 
and the standardization of counting technics 
by the Pollen Committee of the Research 
Council of the American Academy of Al- 
lergy. The high daily temperatures and the 
drought as shown in table 1 bears out the 
general agreement of Durham,’ Brown,? Wil- 


_ 


*Read before the Section on Allergy, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 


ALBERT M. TOCKER, M.D., Dallas, Tex. 


The meteorologic factors in a given season may affect the antigenicity of pollens from plants 
grown in that season. This has led to the indictment of marsh elder as a 
sensitizing pollen and antigen when ragweed pollen counts have been low. 


mer and Cobe® and others that the cumula- 
tive effects of preseasonal weather determines 
the size of the pollen crop. It is apparent 
from table 2 that the 1955 season was not 
to vary greatly from 1954. The pollen crop 
in 1955 was only slightly increased over that 
of 1954. 


Fall pollen cases in the Dallas area may 
be due to sensitivity to the pollens of rag- 
weed, marsh elder and fall elm. From past 
study, sensitivity to molds is not much of a 
problem. Alternaria, Hormodendrum and 
Helminthosporium are found to be more fre- 
quent during the fall months with wide fluc- 
tuations in the counts. Alternaria is in greater 
abundance and is responsible at times for 


TABLE 1 
1954 
Maximum Total (Inches) Departure Number Days 
Temperature Precipi- from 90° and 

Average tation Normal Above 
June 94.9 2.0 —1.45 26 
July 102.1 0.53 —1.44 30* 
Aug. 99.8 1.64 —0.19 31+ 
Sept. 95.1 2.92 + 21 26 


*25 days of 100° and over 
+19 days of 100° and over 


The monthly average temperature was about 10° + or — 
less than the maximum average. 


TABLE 2 
1955 
Maximum Total (Inches) Departure Number Days 
Temperature Precipi- from 90° and 

Average tation Normal Above 
June 89.5 4.63 +1.18 17 
July 95.8 0.73 —1.24 23° 
Aug. 94.9 1.56 —0.27 23t 
Sept. 91.3 2.47 —0.24 24 


*6 days of 100° and over 
+6 days of 100° and over 


The monthly average temperature was about 10° + or — 
less than the maximum average. 
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added symptoms in those showing skin re- 
actions. Any and all combinations of clinical 
sensitivity to the above antigens exist. Unless 
daily counts are studied relative to the fluc- 
tuations of these antigens one may be in 
error in asuming that the presence of symp- 
toms is due solely to the continuous rise in 
the ragweed pollen count. For example, dur- 
ing the height of ragweed pollen production 
in late September there is a concomitant rise 
and fluctuation in the fall elm pollen count. 

In hay fever sufferers, the observation is 
general, that clinical symptoms vary greatly 
from year to year. Duke and Durham‘ em- 
phasized the dependence of severity of symp- 
toms on pollen concentration. In the majority 
of patients under treatment, the degree of 
symptoms often correlate with the reported 
pollen count. The statement® has been made 
that it is too much pollen in the air which 
causes the individual to have hay fever, not 
just average amounts. As compared to other 
seasons the daily counts in 1954 and 1955 
were far below average. Although the peak 
increases as graphically illustrated in figures 
1 and 2 were not remarkable, there still was 
evident an increase in symptoms in a number 
of patients. Daily pollen counts obtained 
from a single stationary standard shelter are 
only indices of the daily fluctuations and in 
no way indicate the amount of ragweed pol- 
len inspired by the individual during a 24- 
hour period. Particles the size of pollen 
grains are not uniformly dispersed in any 
appreciable volume of air. For the patient 


FIG. 1 
108 
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Daily ragweed pollen counts for September 1954 and 1955 
(per cubic yard) 
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FIG. 2 
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Daily ragweed pollen counts for October 1954 and 1955 
(per cubic yard) 


to rely on daily pollen counts as an indi- 
cator of progress is basically false. With the 
slow rate of dispersion of pollen and the 
fluctuations in low level turbulence and wind 
gustiness, counts may change from one place 
to another and even in the same locale from 
moment to moment.® We are all aware of 
what follows as regards symptomatology when 
the weather and wind direction abruptly 
change. Such weather changes may increase 
transportation of new or related pollens which 
can account for added symptoms in the hay 
fever patient. It has been reported’ that 
marked variations in pollen incidence through- 
out the day and night may be due largely to 
local changes in humidity rather than to 
changes in wind velocity. Markow and Spain§ 
on comparing humidity curves with symptoms 
found that these were inversely proportional. 
With high humidity there is a marked de- 
crease in the incidence of air-borne pollen. 
According to Dingle,® effective guidance both 
for the allergist and the patient is dependent 
on the interpretation of the relationships of 
specific weather events and atmospheric con- 
ditions to pollen incidence. He® further states 
. .. “Instead of reporting of ‘pollen counts, 
local weather bureau and news dispensers 
would be more helpful if they would forecast 
wind speeds and directions. .. .” 

The interpretation of the interactions of 
weather phenomena, pollen incidence and 
clinical symptoms is most difficult. Many 
have attempted such correlations and have 
realized the complexity of the problem. Table 
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3 illustrates some of the weather components 
as compared to the pollen counts. It is to be 
noted that in September, 1954, the wind di- 
rection was usually from the north when 
there was a rise in pollen incidence; no ap- 
parent change in wind speed was evident. 
This was not true for September, 1955. The 
three peak rises then were associated with 
wind direction from the ESE. For the months 
of October, 1954 and 1955, the wind direction 
was usually from the south and was associ- 
ated with an increase of pollen incidence at 
the time. —The more one attempts such cor- 
relations, the more one is aware of Brun- 
sting’s'? remarks, “Allergy is one field of 
medicine least likely to lend itself to proper 
scientific control.” 

It is to be expected that the number of new 
patients seeking relief would be fewer in 
number in an off season. This is true. Of 
those seen the histories revealed that in sea- 
son or seasons past symptoms were mild, spo- 
radic and fleeting. Yet, within the first few 
weeks of 1954 ragweed pollen season, true 
continuous clinical sensitivity became mani- 
fest. Definite clinical sensitization has been 
predicted on prolonged allergenic contact 
with sufficient amounts of the antigen. The 
sudden appearance of clinical sensitivity in a 
season of low pollen production may be ex- 
plained as due to either lowered tolerance 
resulting in symptoms on contact with minute 
amounts of antigen, or that the quality of 
antigen has changed in that there is increased 
antigenicity in the pollen grain, and the small 
number of pollen grains inhaled can cause 
sudden clinical sensitivity. Many plants with 


abundant production of buoyant pollen 
grains are known not to cause nasal 
TABLE 3 
1954 
Prevailing 


Pollen Wind M.P.H. Maximal Mini- Aver- 
Date Count Direction Speed Humidity mum age 


Sept.10 22 N 10.4 97 25 100 
Sept.1l 34 NNE 7.9 77 23 
Sept.21 56 NNE 13.6 93 16 
Oct. 3 39 SE 7.6 91 40 100 
Ot. 7 59 NE 5.6 91 53 
Oct.10 100 SSE 10.3 85 51 
Oct.18 27 ESE 74 64 20 
Oct.21 32 SE 10.8 87 43 


Comparison of weather components. In 1954 for the month 

ember, peak rises in pollen count were associated with 

northerly winds. For 1955 such rises in the ragweed count 
nd the wind direction from the ESE. 
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symptoms, while other plants with smaller 
pollen crops are responsible for symp- 
toms.'! The grass pollen counts are never 
high and for those sensitive, symptoms can 
be and are as severe as in ragweed pollenosis. 
Wilmer and Cobe? state that the inconsistent 
results of treatment are difficult to understand 
or explain, unless on a basis of seasonal vari- 
ation of the active principle of most pollens. 
They further state that the pollen season of 
1930 “. . . produced a different type of pollen 
which exhibited more potency as a stimulant 

” They contend that the potency of 
pollen is dependent in part on the various 
climatic changes. They!* also compared the 
pollen of hothouse grown short ragweeds with 
pollen of the same season obtained from sev- 
eral commercial houses and concluded that 
the former was more potent. This impres- 
sion, that of variance in the toxic principle 
of the pollen, has not been generally accepted. 
Feinberg! attempted an assay by testing speci- 
mens of pollen collected during five different 
years, two samples were less potent than the 
others. In one season he used three specimens 
of ragweed collected on three different days 
and found no constant differences using intra- 
dermal testing along with nasal and conjunc- 
tive tests. Cooke, Stull and their co-workers'* 
found variations in the allergenic content of 
at least two species of ragweed, giant and 
common. 

Dingle® points out that the observation of 
Wilmer and Cobe, concerning seasonal vari- 
ation of the active principle of most pollens, 
is “reasonably consistent with the analogous 
observation on crops.” It would be well to 
review the facts stated by Salmon.’* In dry, 
hot regions, the soil has a highly nitrogen con- 
tent; when moisture is limited, the plants 
make less vegetative growth and as a conse- 
quence, more nitrogen is left for the produc- 
tion of grain. In periods of drought the yield 
is lowered and the nitrogen is concentrated 
in a smaller total quantity of seeds. Other 
references'® noted by Dingle lend more than 
passing emphasis to the role that weather may 
play in influencing the possible changes in 
antigenicity of the pollen grain. 

It is apparent that with unpredictables such 
as weather and the antigenicity of the pollen 
suspects that therapy must allow for generali- 
zations and empiricisms. Since our impres- 
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sions to be stated are based on skin testing 
and questioning of the patient, the following 
remarks seem pertinent to the paper. There 
is no rule-of-thumb in hay fever therapy. The 
needs and even the results of therapy often 
appear to be of an individualistic pattern, in- 
fluenced perhaps by previous therapy and its 
duration. With this in mind there is no sim- 
ple single therapeutic approach of either low 
or high dosage, nor of one vial with multiple 
antigens to care for all patients. It has been 
stated’? that perfect results were practically 
assured with maximum doses and that com- 
plete and permanent desensitization results 
with the disappearance of positive skin re- 
actions. Contrary to this is the statement'* 
that cutaneous reactions in the average hay 
fever patient at the conclusion of a season of 
intensive treatment hardly differ at all from 
those reactions obtained at the beginning of 
the season. It has been shown”? that in regard 
to changes in skin test reaction (pre- and post- 
seasonal) there was a decrease in reaction at 
the end of the season in 25 per cent of the 
patients while 30 per cent showed an increase. 
It is to be recalled that the titration of cu- 
taneous reactivity and the local tissue response 


MAY 


following injection are of help in determining 
how much of the antigen the patient will ac. 
cept in increments without the untoward pro- 
duction of a constitutional reaction. Clinical 
hypersensitiveness never parallels cutaneous 
reactivity. Often our results are based on the 
fallible interpretation of answers to both peri- 
odic and postseasonal questioning. Bowen 
has emphasized the variance in analysis of re. 
sults due to the time factor in questioning and 
the difference in local geographic exposure. 
The critical period*! in exposure of the pa. 
tient to ragweed pollen is during the hours 
of 9 a.m. and | p.m. and during the late eve. 
ning when the earth’s surface cooling creates 
downward air currents. These periods should 
be kept in mind when questioning the pa- 
tients as to freedom from symptoms. 

Rough marsh elder (Iva ciliata) is closely 
related botanically to the genera Ambrosia 
(ragweed). This weed is heavily concentrated 
in Houston and New Orleans and is distrib- 
uted as illustrated in figure 3. Prince and 
Secrest,22, Bowen,?° and many others have 
noted that rough marsh elder aggravates fall 
ragweed pollen cases. It is the general prac. 
tice by many allergists to include in their 


FIG. 3 


Area of Distribution of Iva Ciliata 
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therapy of fall hay fever cases, extracts of 
rough marsh elder. Efron and Penfound?’ are 
of the opinion that rough marsh elder rarely 
produced symptoms. They instilled nasally, 
the dry pollen rough marsh elder in patients 
with positive skin reactions to the antigen 
but failed to produce hay fever. 


Typical plants of rough marsh elder (Iva 
ciliata) grow 1 to 4 feet tall, often with only 
one stem and one flowering spike, the heads 
of which contain both staminate and pistillate 
flowers. It is a lowland annual scattered from 
eastern Nebraska, southern Iowa and central 
Illinois to the Gulf. Pollination is simul- 
taneous with that of short ragweed. Individ- 
ual pollen grains of most ragweeds average 
about 20 » in diameter. It is the character- 
istic spicules, easily seen with low power mag- 
nification which constitute the distinction be- 
tween ragweed pollen and other wind-borne 
pollen. It has been stated*? that by careful 
study one can distinguish marsh elder pollen, 
that the pollen is smaller than the ragweed, 
and has spicules, neither as heavy nor as long 
as the spines of the ragweeds. Another view" 
is that the pollen grains of rough marsh elder 
are slightly larger than those of the common 
ragweeds. With the daily counts being so slow, 
it was thought that the task of recognition 
and differentiation between the ragweeds and 
rough marsh elder pollen would be feasible. 
Whatever differences exist were not detectable 
either under low or high power. The photo- 


FIG. 4 


Rough Marsh Elder. Magnification 800 X. The pollen with 
the pronounced spicules is goldenrod. Inadvertently, its 
spicules serve as a yardstick. The spicules of the rough 
marsh elder pollen appear to be pointed when compared 
with the spicules of the ragweed pollen. 
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Giant Ragweed. Magnification 800 X. Spicules of the rag- 
weed llen appear to be shorter, heavier and not as 
point as the spicules of the rough marsh elder. 


micrographs as illustrated in figures 4, 5 and 6 
are enlarged about 800 times. The pollen 
grains of rough marsh elder are slightly larger 
than those of the giant ragweed. The spicules 
of the ragweed appear to be shorter, heavier 
and not as pointed. Durham** has written 
that he is not able to detect any variance and 
knows of no one who can. 

Seventy-nine fall hay fever patients were 
tested to separate solutions of rough marsh 
elder and ragweeds. The results of intra- 
dermal testing using equal strengths (mg. of 
nitrogen per cc.) are shown in table 4. Twenty- 
eight individuals, or 35 per cent of the total, 
reacted to ragweed only, while 6 patients, or 
7 per cent, reacted only to marsh elder. There 
was almost an equal number of the tested 
group which showed greater reactions to ei- 
ther antigen, while only 8 had equal re- 
actions to both antigens. Prince and Secrest** 
in routine testing of 44 fall hay fever patients 


FIG. 6 


Section Exposed Slide, September 23, 1955. With magnifi- 
cation 800 X, pollen grains pictured are likely rough marsh 
elder pollen grains. 
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TABLE 4 
SKIN TESTS IN 79 PATIENTS* 


Antigen Number Reacting 
Ragweed (giant and small) 73 
Marsh elder 51 
Degree of Reaction Number Reacting 
Equal reaction to both antigens 8 
Greater reaction to ragweed than marsh elder 19 
Greater reaction to marsh elder than ragweed 18 
Ragweed reaction only 28 
Marsh elder reaction only 6 


*Testing—Intradermal method. 


found no differences in the allergenic con- 
tents of the various extracts they used. Efron 
and Penfound** obtained as many positive 
skin tests with marsh elder as with giant and 
common ragweeds. Our findings are not in 
keeping with these observations. However, 
passive transfer tests of dilutions of sensitive 
sera by Prince and Secrest? showed definite 
differences in the titers of ragweed and marsh 
elder reagins. From skin testing data it ap- 
pears there is agreement with Prince and Se- 
crest’s conclusions that ragweed and rough 
marsh elder contain some allergen in common 
and also, an allergen mutually exclusive of 
each other, 

The following general impressions were 
noted in reviewing the 79 patients during 
and after the pollen season. The majority of 
fall hay fever patients who on testing revealed 
greater reactions to the marsh elder extract 
along with those who reacted only to rough 
marsh elder had more symptoms as compared 
to the group showing only ragweed reactions 
or equal reactions to both antigens. Therapy 
in the 6 cases showing positive skin tests only 
to rough marsh elder was not as successful 
when a combined mixture of both antigens 
was used; there was greater relief from symp- 
toms with the use of the extract of marsh 
elder alone. Therapy with the extract of 
rough marsh elder must of necessity be cau- 
tious because of its higher antigenicity. It 
appears best for those showing greater reac- 
tions to the rough marsh elder than to the 
ragweed, that separate antigens be used in 
preseasonal therapy, rather than a combina- 
tion. This is in keeping with the statement 
that the allergen in rough marsh elder is not 
present in giant and common ragweed pollen. 
This view needs further study and it is 
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planned for the future to do serial sera neu- 
tralizing tests. 


In conclusion, it can be said that the prob- 
lem of ragweed therapy is beset with many 
factors which call for further study. There 
is a greater need for botanical surveys in the 
south since many air-borne pollens are eyi- 
dent on the exposed slides which may be of 
greater significance than hitherto believed, 
It seems that Dingle’s® statement of long-term 
predictions as to the severity of the fall hay 
fever season is feasible and that the meteorol- 
ogist can be of tremendous help to the aller. 
gist. Finally, one can conclude that rough 
marsh elder pollen plays a greater role in the 
fall hay fever cases. 


Summary 


The treatment of hay fever depends upon 
many factors. Of prime importance is the 
science of meteorology since it has been estab- 
lished that weather events preceding the sea- 
son and during the season influence the crop 
of pollen and possibly pollen antigenicity. 
With continued analysis over the years, cer- 
tain weather constants may be evident which 
would, on study, lessen the complexities of 
such analysis. The significance of an analysis 
of 79 patients having fall hay fever symptoms 
is discussed. 
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Discussion (Abstract) 


Dr. Herbert J. Rinkel, Kansas City, Mo. This paper 
presents many fundamental problems for consideration. 
I agree with the concept that the cumulative effects 
of preseasonal weather determines the size of the 
pollen crop. 

The emphasis on the need of studying the fluctu- 
ation of all air-borne antigens is important. There 
has been too much emphasis placed on ragweed with 
the ignoring of the several other pollen groups which 
reach their maximum concentration during the rag- 
weed season. In our area this would mean pigweed, 
kochia, Alternaria and the fall blooming grasses. 


I concur in the belief that the severity of symptoms 
in the low pollen season, those associated with excessive 
heat and dryness, is due to the increase in potency 
of the pollen which does become air-borne. Pollen 
gathered in the hot, dry season of 1953 will produce 
a reaction one to two dilutions higher than our best 
previous pollen. Furthermore, this higher degree of 
reaction was sustained for the duration of the clinical 
use of this pollen extract. Treatment of patients with 
this pollen of greater potency was not any more effec- 
tive in relieving symptoms than was the extract of 
the lower potency pollen, providing the dose was accu- 
rate in both cases. 


In testing, I have found that of 45 patients, 8 re- 
acted on the same dilution to both ragweed and marsh 
elder. There were 20 who reacted to weaker dilutions 
of ragweed than to marsh elder. There were 11 who 
reacted to ragweed but not to Iva ciliata. There were 
4 who reacted to Iva ciliata and not to ragweed. Two 
reacted more to Jva ciliata than to ragweed. 


The procedure used to determine the clinical signif- 
icance of a minor pollen is of importance. First, 
one should determine the degree of sensitivity to both 
pollens and then begin to administer increasing doses 
of just the major pollen. When an effective dose 
is obtained—it is one which improves the patient 
but does not relieve him completely —then the minor 
pollen, marsh elder in this case, should be used in 
the therapy alone. With a proper dose of the minor 
pollen complete relief should be established. When 
symptoms recur the major pollen is first repeated in 
treatment with the identical dose previously observed 
as being effective. If, again, the symptoms are im- 
proved but not completely relieved, then the minor 
pollen dose is repeated. If, again, this relieves the 
symptoms completely the clinical significance of the 
minor pollen has been established, but it does not rule 
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out a common antigen. Therefore, with the next re- 
currence of symptoms, the patient should be given 
both the major and minor pollens in unison. If the 
two pollens contain different specific antigens the 
clinical results should be satisfactory except in those 
rare instances where there is antigen incompatibility. 


By repeating this procedure in a number of patients 
one could determine whether the failure to accept 
the major and minor pollen in unison was a matter 
of a common antigen or antigen incompatibility, for 
antigen incompatibility is present in only a small 
per cent of the patients. 

Unfortunately, we do not see enough cases of prob- 
able marsh elder complication to make a definite state- 
ment concerning its necessary role in therapy. This 
procedure has been highly effective in determining 
the clinical significance of minor pollen in our area. 


Dr. Henry D. Ogden, New Orleans, La. Stimulated 
by the early work of Prince and Secrest, I became 
interested in the importance of true marsh elder in the 
New Orleans area. Dr. William T. Penfound, who 
taught botany at Tulane, and I, made several field 
trips in which we attempted to evaluate the relative 
percentage of true marsh elder as compared to giant 
and short ragweed. I came up with an overall con- 
clusion that true marsh elder accounted for about 35 
or 40 per cent of these plants. 


It must be pointed out that giant ragweed and true 
marsh elder are somewhat similar in appearance. We 
drew up a list of various differences which was pub- 
lished by the International Correspondence Society 
of Allergists in 1949. The list follows: 


Giant Ragweed True Marsh Elder 


Sap Purplish red Colorless 

Stem Green, occasionally Usually purple, may 
purple, lined, de- be green, lined 
pressed 


Leaves Opposite, except oc- Opposite, often al- 
casionally at top ternate at extreme 
top in mature 
plant 
Trilobed, except Dentate 
young leaves or 
near top. Lobes 


dentate 
Bracts Only at base of Long and inter- 
inflorescence spaced inflor- 
esence 
Involucre Flat at maturity Bell shaped at ma- 
turity 


Clusters Male above, distal Perfect 
female below, 


proximal 

Dr. Penfound also pointed out the fact that various 
plants of this type may appear on the same tract of 
land in different years. Therefore there may be 
something of a cycle. In other words, after ground 
has been turned or cultivated a certain plant may 
appear. These plants may include golden rod, cockle- 
bur, the ragweeds and true marsh elder. 

I also think that skin testing is very specific in 
demonstrating allergy to the ragweeds (giant and short) 
and/or true marsh elder. Very often we have patients 
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who react only to the ragweeds and not to true marsh 
elder, and vice versa. Most patients react to both. 


I also feel that the results of treatment are better 
if the patient who reacts to true marsh elder is treated 
specifically with true marsh elder extract. If a patient 
reacts only to true marsh elder, I do not use rag- 
weed in treatment; or if the patient reacts only to 
ragweed, true marsh elder is not used. In my office 
we use a mixture of giant and short ragweed and 
true marsh elder in those patients who have reacted 
to these pollen. I very definitely feel that the response 
to treatment is far superior when this mixture is used, 
when compared to the practice of only using ragweed 
in the treatment of the patient who reacts to true 
marsh elder. 


A word of warning: systemic reactions are somewhat 
common. People who are allergic to true marsh 
elder very often give strong skin reactions. I do not 
agree with the findings of Efron and Penfound that 
true marsh elder is not an important factor. I am 
convinced that it is, and that its importance should 
not be disregarded. It is difficult to distinguish the 
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pollen on the slide when making a count. 


Dr. Homer E. Prince, Houston, Tex. In 1933, I was 
using Iva ciliata pollen even before I knew what it 
was. I had collected it and was using it for several 
weeks when Mr. O. C. Durham, of Chicago, identified 
it from a specimen I sent him. 


I would like to emphasize again that in this particu. 
lar area, there is a great deal of another marsh elder, 
Iva Augustifolia. It is not quite as large a plant and 
not as high as the Iva ciliata, but it often bushes out 
a great deal more. Both of these plants are heavy 
pollen producers, and plant for plant, I believe they 
yield more pollen than will ragweed proper. I concur 
quite thoroughly with Dr. Tocker’s statements that 
marsh elder in this area is a major antigen. We have 
the impression that it contains antigens that are not 
existent in the ragweed proper, and we feel also that 
it contains some antigen in common with ragweed. 
We use it ordinarily in a mixture with ragweed in 
treating a ragweed patient. Occasionally, we will 
treat with marsh elder only. Sometimes patients do 
not react on ragweed but will react to marsh elder. 


Galen’s Demonstration of the Secretion of Urine 

The fact is that those who are enslaved to their sects are not merely devoid of all 
sound knowledge, but they will not even stop to learn! Instead of listening, as they 
ought, to the reason why liquid can enter the bladder through the ureters, but is 
unable to go back again the same way,—instead of admiring Nature’s artistic skill— 
they refuse to learn; they even go so far as to scoff, and maintain that the kidneys, as 
well as many other things, have been made by Nature for no purpose! 

Now the method of demonstration is as follows. One has to divide the peritoneum 
in front of the ureters, then secure these with ligatures, and next, having bandaged up 
the animal, let him go (for he will not continue to urinate). After this one loosens the 
external bandages and shows the bladder empty and the ureters quite full and distended 
—in fact almost on the point of rupturing; on removing the ligature from them, one 
then plainly sees the bladder becoming filled with urine. 

When this has been made quite clear, then, before the animal urinates, one has 
to tie a ligature round his penis and then to squeeze the bladder all over; still nothing 
goes back through the ureters to the kidneys. Here, then, it becomes obvious that not 
only in a dead animal, but in one which is still living, the ureters are prevented from 
receiving back the urine from the bladder. These observations having been made, one 
now loosens the ligature from the animal’s penis and allows him to urinate, then again 
ligatures one of the ureters and leaves the other to discharge into the bladder. Allowing, 
then, some time to elapse, one now demonstrates that the ureter which was ligatured 
is obviously full and distended on the side next to the kidneys, while the other one— 
that from which the ligature had been taken—is itself flaccid, but has filled the bladder 
with urine. Then, again, one must divide the full ureter, and demonstrate how the 
urine spurts out of it, like blood in the operation of venesection; and after this one 
cuts through the other also, and both being thus divided, one bandages up the animal 
externally. Then when enough time seems to have elapsed, one takes off the bandages; 
the bladder will not be found empty, and the whole region between the intestines 
and the peritoneum full of urine, as if the animal were suffering from dropsy. 

—From On the Natural Faculties, by Galen; translated by A. J. Brock, Loeb 
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A Comparison of the Precordial S-'T 
and ‘I’ Waves in the Electrocardio- 


grams of 600 Healthy Young Negro 
and White Adults: 


CARL W. GOTTSCHALK, M.D., and 
ERNEST CRAIGE, M.D.,t Chapel Hill, N. C. 


The evolution from the youthful electrocardiogram to that of 
adult life may be delayed in the Negro. 


IT Is WELL RECOGNIZED that electrocardiograms adults frequently show downward T waves 
of normal people show progressive evolution- _in precordial leads, similar to children.” Sub- 
ary changes from the time of birth to adult — sequently, Brink* found inverted T waves 
life, these changes involving both the QRS from V1 to V4 in 3 per cent, and from V1 to 
and T waves. Although numerous studies V3 in 5 per cent of healthy adult Bantus. 
have been made of these changes, the limits But Keller and Johnson* reported that in 85 
of the normal variation of the T waves in the healthy young Negroes, age 22 to 39, there 
precordial electrocardiogram of healthy young __ was only one instance of an inverted T wave 


adults, especially in those of the negro race, as far to the left as the V2 position and con- 
are still subject to dispute. cluded that the precordial T wave pattern in 
In infancy and early childhood, the pre- adult Negroes “confirms the standard general- 


cordial T waves are generally upright in the ly accepted for normal adults.” More recently, 
left-sided leads and inverted in the medial | Grusin® has reported three types of precordial 
and right-sided leads, this constituting the so. | S-I’ and T wave changes in 63 per cent of 
called “juvenile” T wave pattern. As the sub- 159 African medical ward patients and in 22 
ject ages, the area of upright T waves extends per cent of 50 apparently healthy young fe- 
farther to the right, and by the time young male African nurses. These changes, which 
adult life is reached the T waves are generally the author felt were not due to organic heart 
upright from V6 through V2. The T wave disease, were described as: (1) S-T depression 
in VI may be upright or inverted or take and inverted T waves; (2) S-T elevation and 
some intermediate form. tall T waves; and (3) rounded or “flat” T 

Littman! studied 300 healthy negro and 200 Waves. all occurring in the precordial leads. 
white subjects, aged 18 to 35 years, and re- The following study is presented as a further 
ported a persistence of the juvenile T wave contribution to this field. 


pattern in 4.7 per cent of the Negroes and Subjects and Methods 
0.5 per cent of the whites. He considered these on di ant 
T wave changes to be a variation of the nor- 


of leads I, II, III, aVr, aV1, aVf and were 
made with Sanborn Viso-Cardiettes on 605 
healthy young college students and hospital 
employees, age 17 through 30 years. None had 
any symptom of heart disease or sign of 
sac This study was supported in part. by Grant HT 5033(C) heart disease on auscultation of the chest. 
rom the National Heart Institute, U. $. Public Health Service, | None had any acute illness. Chest x-ray films 
and by the Salisbury-Rowan (North Carolina) Heart Associ- 

i and/or fluoroscopy of the heart were normal 
Caroling School Meaning: University of North in all. No one was accepted for the study 


mal. Littman’s precordial leads, however, 
were of the “CF” type which are not in gen- 
eral use at this time. Goldberger, Pokress 
and Stein? also reported that “normal negro 
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TABLE 1 
DETAILED ANALYSIS OF T WAVES IN THE SIX PRECORDIAL LEADS 
White Males White Females Negro Males Negro Females 
T Wave FF FF Ve Ti FE OF VI V2 V3 V4 V5 ¥6 
Upright 76 150 150 149 150 150 21 142 147 150 150 150 60 142 138 144 145 145 20 124 137 148 149 149 
Notched 3 1 1 1 5 1 1 4146 2 
Isoelectric 9 15 5 1 3 15 3 = 
Inverted 51 lll 2 61 1 1066 6 6 
Diphasic — + 1 1 2 1 1 1 1 1 
Diphasic + — 10 2 3$ 1 @ & 4 5 
Total 150 150 150 150 150 150 150 150 150 150 150 150 150 150 150 150 150 150 150 150 150 150 150 150 


whose blood pressure exceeded 140 systolic 
or 90 diastolic. In order to exclude any second- 
ary T wave changes, four subjects (one white 
male, two white females and one negro male) 
were excluded from further consideration be- 
cause of the electrocardiographic finding of 
left or right bundle branch block, and one 
white female was excluded because of the 
presence of incomplete right bundle branch 
block. No other QRS abnormalities or ab- 
normalties of rhythm or A-V conduction were 
detected. 


The test subjects were divided into four 


FIG. 


Vv 


was 


groups of 150 each, composed of white and 
Negro, males and females. The average age 
of the white male group was 21.1 years; the 
white female group, 21.0 years; the negro 
male group, 20.9 years, and the negro female 
group, 20.1 years. The T waves were re- 
ported as upright, inverted, diphasic or iso- 
electric depending upon whether they ex- 
tended above, below, both above and below 
or did not vary from the isoelectric level. The 
latter was taken as the T-P line.6 The T 
wave was described as notched if it was up- 
right, but with a definite notch in its apex. 


Electrocardiograms of the four negro males with markedly diphasic precordial T waves. 


J.H. 
2 3 oVR avVF 2 3 oVR oaVF 
v2 v3 v4 V5 v6 Va 5 6 
0.H. M.B. 
No"25 
2 3 oVR oVL oVF 1 2 3 aVR 
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TABLE 2 
NUMBER OF reas SHOWING ISOELECTRIC OR ELEVATED S-T SEGMENTS 
THE SIX PRECORDIAL LEADS 
White Males White Females Negro Males Negro Females 
Segment VI V2 V3 V4 WS V6 VI V2 V3 V4 V6 VI V2 V3 V4 V5 V6 Fe. 
Isoelectric 150 145 141 140 142 135 147 133 136 141 138 135 148 122 117 98 109 115 150 141 134 129 122 113 
1 mm.* 5 8 10 8 15 $3 15 18 9 16 19 26 37 
2mm. 1 2 1 1 1 2 1 8 10 20 13 3 s 3 
3mm. 1 1 1 1 
Total 150 150 150 150 150 150 150 150 150 150 150 150 150 150 150 150 150 150 150 150 150 150 150 150 


*Height of S-T elevation above the T-P line. 


Displacement of the S-T segment was meas- 
ured to the nearest millimeter using the T-P 
line as the reference level.® 


Results 


A detailed analysis of the T wave pattern 
in the four groups is presented in table 1. 
As noted, in the white male group there was 
only one instance of a nonupright T wave 
to the left of the V1 position, this a notched 
T wave in V4. 


In the white female group there were only 
21 upright T waves and 129 nonupright T 
waves in V1, in contrast to the equal number 
of upright and nonupright T waves in V1 
in the white males. In V2 there were eight 
nonupright T waves and in V3, three. 

In the negro subjects, to the left of the V1 
position, there were more nonupright T waves 
in both males and females than in the cor- 
responding white groups. In the negro males, 
this difference was due to two types of pat- 
terns. The most striking of these was the 
presence of diphasic T waves of the plus- 
minus type in several of the precordial leads. 
Four subjects showed marked changes of this 
type and their electrocardiograms are shown 
in figure 1. Follow-up electrocardiograms 
made 14 to 16 months after the original trac- 
ings showed only minor changes in the con- 
figuration of the T waves in three of these 
four subjects. In the fourth, however, the di- 
phasic T waves had been replaced by upright 
T waves and the T waves were then upright 
from V2 to V6 and still inverted in V1. In an 
additional 11 negro males, diphasic T waves 
of the plus-minus type were present in one or 
two leads to the left of the V1 position. A 
second type of T wave change found in three 
negro males was the presence of notched or 
isoelectric T waves in the left-side leads with 


upright T waves in the medial and right-side 
leads. 


In the negro females there were the same 
number of upright and nonupright T waves 
in V1 as in the white females, but there were 
more nonupright T waves to the left of this 
position. In four negro females the T waves 
were inverted in VI, 2 and 3. In two, they 
were inverted in V1 and V3 and notched or 
diphasic in V2. One negro female had iso- 
electric T waves in V5 and V6 and upright 
T waves from V1 to V4. 

The results of the S-T analysis are pre- 
sented in table 2. As shown, there were more 
elevated S-T segments in the Negroes than 
in the whites and the negro males showed the 
highest incidence and degree of S-T eleva- 
tions. A well-marked example is illustrated 


in figure 2. 


Discussion 


Our findings agree with the previously pub- 
lished reports that there is a greater tendency 
for persistence of the juvenile T wave pat- 
tern in young negro than in white adults. 


FIG. 2 


An electrocardiogram of a 19 year old negro male demon- 
strating elevated S-T segments in the precordial leads. 
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FIG. 3 


Postero-anterior and lateral roentgenograms of the chest of a young negro male showing a bullet lodged close to his heart. 


This is especially true of our young negro 
females, although it should be pointed out 
that their average age was 20.1 years as com- 
pared to 21.0 years for the white females. 
Grusin’s® report of a high incidence of ele- 
vated S-T segments in Negroes is also con- 
firmed. 


Of greater interest, however, was the find- 
ing of another T wave pattern, i.e., markedly 
diphasic T waves of the plus-minus type in 
several of the precordial leads, in young negro 
males without evidence of heart disease. These 
electrocardiograms are very similar to some 


FIG. 4 


if 


Electrocardiogram of the patient shown in figure 3. Note 
similarity to the electrocardiograms in figure 1, 


of those figured by Grusin® (his figures 1, 
2A and 3). The recognition of this pattern 
as a normal variant is important as it closely 
simulates changes that may occur in pericar- 
ditis and myocarditis. A case in point is that 
of a 20 year old negro male admitted to the 
North Carolina Memorial Hospital recently 
following a gunshot wound of his chest. Chest 
x-ray (Fig. 3) showed a bullet lodged close 
to his heart and an electrocardiogram on ad- 
mission (Fig. 4) was reported as showing evi- 
dence of pericarditis. Review of this electro- 
cardiogram, however, reveals a striking simi- 
larity to the T wave pattern referred to above 
and the conclusion that this electrocardiogram 
is within normal limits for this age and race. 
This conclusion is supported by the fact that 
follow-up electrocardiograms during the next 
four months showed no change. If this pat- 
tern had been due to pericarditis, it would 
probably be a transient one and would have 
shown significant changes in this period of 
time. 
Summary 


An analysis of the precordial $-T and T 
waves in the electrocardiograms of 600 healthy 
young negro and white adults showed a greater 
tendency for persistence of the juvenile T wave 
pattern in Negroes than in whites, especially 
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in negro females. There was also a higher 
incidence of elevated S-T segments in the 
Negroes, especially in the negro males. Of 
greater interest was the finding in four negro 
males of strikingly diphasic T waves, plus- 
minus in type, in several of the precordial 
leads. Follow-up electrocardiograms 14 to 16 
months later showed persistence of this pattern 
in three, but in the fourth, the diphasic T 
waves had been replaced by upright T waves. 

Five healthy subjects were excluded from 
this study because of the finding of right or 
left bundle branch block in four, and incom- 
plete right bundle branch block in the fifth. 


We wish to thank the Infirmary staffs of the Univer- 
sity of North Carolina, Chapel Hill, and the North 
Carolina College, Durham, and the Employees Health 
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Service of the North Carolina Memorial Hospital, 
Chapel Hill, for making available the subjects for this 
study. 
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On The Symptoms which Indicate the Approaching Eruption of the 
Small-Pox and Measles 

The eruption of the Small-Pox is preceded by a continued fever, pain in the back, 
itching in the nose, and terrors in sleep. These are the more peculiar symptoms of its 
approach, especially a pain in the back, with fever; than also a pricking which the 
patient feels all over his body; a fullness of the face, which at times goes and comes; 
an inflamed colour, and vehement redness in both of the cheeks; a redness of both 
of the eyes; a heaviness of the whole body; a great uneasiness, the symptoms of which 
are stretching and yawning; a pain in the throat and chest, with a slight difficulty in 
breathing, and cough; a dryness of the mouth, thick spittle, and hoarseness of the voice; 
pain and heaviness of the head; inquietude, distress of mind, nausea, and anxiety; (with 
this difference, that the inquietude, nausea, and anxiety are more frequent in the 
Measles than in the Small-Pox; while, on the other hand, the pain in the back is more 
peculiar to the Small-Pox than to the Measles;) heat of the whole body, an inflamed 
colour, and shining redness, and especially an intense redness of the gums. 

When, therefore, you see these symptoms, or some of the worst of them, (such as 
the pain of the back, and the terrors in sleep, with the continued fever,) then you 
may be assured that the eruption of one or other of these diseases in the patient is 
nigh at hand; except that there is not in the Measles so much pain of the back as in 
the Small-Pox; nor in the Small-Pox so much anxiety and nausea as in the Measles, 
unless the Small-Pox be of a bad sort; and this shows that the Measles come from a very 
bilious blood. 

With respect to the safer kind of the Small-Pox, in this it is the quantity of the 
blood that is hurtful rather than its bad quality; and hence arises the pain of the back, 
from the distension of the large vein and artery which are situated by the vertebrae of 
the spine. 

—From A Treatise on the Small-Pox and Measles, by Rhazes (860-932). Translated 

from the Arabic by W. A. Greenhill for the Sydenham Society, 1848. 
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Surgical Reconstruction of A 
Functioning Uterine Cavity in Six 
Patients Having Complete Atresta’ 


ERWIN O. STRASSMANN, M.D.,7 Houston, Tex. 


This is a report of six patients who had a functioning uterine cavity re-established, the only 
patients who have been treated in this manner, a matter of historical interest. 


ATRESIA OF THE UTERUS is of traumatic origin. 
Toward the turn of the century it was some- 
times caused by vaporizing the uterine cavity, 
or by strong chemicals like nitric acid, silver 
nitrate, and zinc chloride, used as treatments 
for menometrorrhagia. Since these methods 
became obsolete the most frequent cause has 
been excessive or repeated curettages of the 
puerperal uterus, either postpartum or post- 
abortum. This seems to be the only time 
when it is possible to destroy the endometrium 
to such a degree that menstruation ceases and 
atresia results. The atresia may be partial or 
complete. In the more frequent cases of par- 
tial atresia the occlusion is found in the lower 
uterine segment and the inner os. In the rarer 
instances of total atresia the entire uterine 
cavity disappears and is replaced by scar 
tissue. 


The symptoms are identical, amenorrhea, 
sterility, pelvic discomfort and other moli- 
mina, the latter more outspoken in patients 
with partial atresia. 


Treatment of Atresia 


The treatment of traumatic atresia is strictly 
mechanical, since one is dealing with mechani- 
cal obstruction. Hormones are useless. 


In minor cases of partial obstruction the 
connection between the outer part of the 
cervical and the preserved part of the uterine 
cavity may be overcome by probing and dila- 


*Read before the Section on Gynecology, Southern. Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., No- 
vember 14-17, 1955. 

tFrom the Department of Obstetrics and Gynecology, Baylor 
University College of Medicine and the Texas Medical Center, 
Houston, Tex. 

The illustrations are drawings made by the essayist and 
from the Zentralblatt fur Gynaekologie 52:2627, 


tation, sometimes gradually with the help 
of laminaria stems (Stamer).} 

In cases of total atresia of the uterus, no 
attempt of reconstruction had been under- 
taken until 1929. Adler remarked in 1928 that 
any therapeutic endeavor was utterly sense- 
less.” 

It was one year later, in 1929, that my 
father, P. Strassmann,? designed and _per- 
formed the first plastic operation for total 
atresia by transplanting a fallopian tube into 
an artificially made cavity of the uterus, A 
normal functioning endometrium was re 
established. Before giving you the technic of 
the operation, I would like to review briefly 
the history of the first case. 

A 34 year old patient complained of amenorrhea of 
almost three years duration, severe abdominal cramps, 
backaches, pelvic pressure, etc. She had one living 
child, five miscarriages and premature deliveries. 
Three curettages were done at various occasions, the 
last one in her home. The indications for her phy- 
sician were postabortum bleeding with chills and 
high fever. Since that time there had been no more 
periods. 

At examination only 2 cm. of the cervical canal 
could be probed. The corpus uteri was atretic 
There were chronic inflammatory changes in the 
adnexal region. Ovarian hormones were ineffective. 

On October 8, 1929, P. Strassmann decided 
to perform the operation which he had de 
signed for such an occasion, after having seen 
several patients with uterine atresia without 
being able to offer any help. 


My father was a confirmed vaginal surgeon 
who approached by that route many problems 
which even nowadays would hardly be at 
tempted by the majority of gynecologic spe 
cialists. The slides I am going to show you 
were drawings made during the operation by 
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Anterior colpotomy; uterus brought out of pelvis; right 
adnexa adherent to posterior wall; omentum broadly ad- 
herent; chronic pelvic inflammation. 


the essayist. Please, do not judge the quality 
of the operation by the quality of the draw- 
ings. 

Step 1. By an anterior horseshoe-shaped 
colpotomy sufficient space was obtained. The 
bladder was mobilized and the vesico-uterine 


Right adnexa and omentum mobilized. Uterine fundus 
transversely incised in the area of a suspected old perforation. 
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peritoneum opened. The uterus was brought 
out in front. Extensive adhesions of the 
omentum to the posterior uterine wall were 
encountered, raising the suspicion of a pre- 
vious perforation. Both tubes and ovaries 
were adherent, the left adnexa worse than 
the right. For this reason it was advisable to 
utilize the right tube for the intended pro- 
cedure (Fig. 1). 

Step 2. The fundus to the uterus was in- 
cised transversely and the diagnosis of com- 
plete atresia verified (Fig. 2). 

Step 3. The anterior wall of the cervix 
and uterus were split to 1.5 cm. below the 
fundal incision. No endometrium or rem- 


nants of the uterine cavity were found any- 
where. A tunnel was formed to connect the 
transverse and vertical incisions, thus pre- 
paring an artificial canal through the entire 
length of the uterus (Fig. 3). 


Step 4. The fimbriated end of the right 
tube was opened. The isthmus was severed 


FIG. 3 


Atretic uterus is split its entire length from external os to 
fundus. The right tube is severed at the isthmus and the 
fimbriated end opened. 
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Right tube is drawn into the uterine incision. The ampulla 
of the tube remains in connection with the mesosalpinx. 


from the uterine insertion and the tube mob- 
ilized, leaving the connection with the meso- 
salpinx unimpaired (Fig. 4). 

Step 5. With great precaution, on account 
of the friability of the chronically inflamed 
tissues, the right tube was now drawn into the 
artificially formed uterine canal. Without 
damage to the mesosalpinx the entire tube 
was accommodated inside of the uterus. The 
fimbriated end was gently fixed by three fine 
catgut sutures in the fundus area. The 
isthmic part of the tube was attached to the 
cervical canal with two fine catgut sutures 
(Fig. 5). 

Step 6. The fundal incision was closed with 
interrupted catgut carefully avoiding strangu- 
lation of the mesosalpinx and its blood ves- 
sels. Finally, the vertical wound of the corpus 
and cervix was closed by interrupted catgut 
and the uterus placed into the pelvic cavity 
in its original position (Fig. 6). The anterior 
peritoneum and the vagina were closed. A 
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small opening was made through the posterior 
vaginal vault into the posterior cul-de-sac, A 
strip of idoform gauze was inserted for drain. 
age, a wise precaution in the pre-antibiotic 
days when chronic pelvic inflammatory dis. 
ease was encountered. 

The postoperative recovery was essentially 
uneventful. Subfebrile temperatures were ob- 
served during the third postoperative week, 
which turned out to be the first premenstrual 
phase. The patient bled on the twenty-third 
and twenty-fourth postoperative days and the 
temperature dropped to normal. She has been 
menstruating regularly every four weeks ever 
since. Her pelvic discomfort disappeared. Her 
mental attitude became cheerful, intercourse 
painless. Follow-up probing of the uterus 
revealed an inner length of 5.5 cm. 

In five subsequent cases the technic of the 
operation was modified. The opening for the 
insertion of the tube was made in the cornu 
instead of the center of the fundus. In order 
to preserve the faculty of oviduction the fim. 
briated end of the tube was not pulled into 
the uterus but remained outside. The average 


FIG. 5 


Transplanted tube is fixed inside of the uterus with catgut 
sutures, the fimbriated end in the fundus area, the isthmus 


in the area of the former inner os. The transverse incision 
of the fundus is closed. 
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Longitudinal incision of corpus uteri and cervix closed with 
interrupted catgut. Tubal transplantation accomplished. 
Uterus ready to be placed back into pelvis. 


length of the tube is 11 to 12 cm., the inner 
length of the uterus is 7 cm., permitting suffi- 
cient material for both purposes, a new lining 
for the new uterine cavity and maintenance 
of oviduction. 

The value of this modification is obvious 
and proven by the fact that pregnancy oc- 
curred in one patient with the result of a 
living child. Another modification consisted 
of splitting the uterus only through the corpus 
and upper part of the cervix, leaving the lower 
unobstructed part of the cervical canal intact. 
In all patients operated upon for total atresia 
of the uterus regular menstruation was re- 
established. 

The history of the subsequent five opera- 
tions has been reported previously.‘ 

All six operations were done by P. Strass- 
mann in my presence between 1929 and 1935. 
During the first operation I made the draw- 
ings. During the second operation I took 
Moving pictures. During the subsequent four 
operations I assisted. I have been on the 
lookout for a suitable case to do myself but 
none has shown up so far. On the other hand, 
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time may be running out for the last eye- 
witness who also participated in the follow-up. 
Since this procedure has not been repeated 
or published by anyone to my knowledge, I 
feel it should be brought to the attention of 
the profession because of the results obtained 
and the fascinating theoretical considerations 
raised. 

In all cases the total atresia was the result 
of postpartum or postabortum curettages done 
somewhere else, in four instances after full 
term deliveries (three primiparas, one multi- 
para), in two instances postabortum. 

The subsequent amenorrhea and oblitera- 
tion of the uterus had existed for 9, 12, 14, 
16, 20 months, and 3 years before reconstruc- 
tion of the uterine cavity was performed. 


In all six patients menstruation was re- 
established and reoccurred regularly there- 
after. Duration of postoperative follow-ups 
was five and a half, four and a half, three, 
two years, over one-half year, and five months. 
The duration of the individual period was 
anywhere between 1 to 8 days. There was 
no instance of menstrual hemorrhage. 


All women reported that they felt well 
again and appeared most grateful for having 
complete relief from their various molimina, 
headaches, pelvic pains and pressure. 

After it had been shown that by implanta- 
tion of a fallopian tube into an atretic uterus 
regular periodic bleeding occurred, the ques- 
tion came up as to whether we are dealing 
here with a true functioning endometrium. 
The answer could be given either by endo- 
metrial biopsy or by a subsequent pregnancy. 

Concerning taking an endometrial biopsy, 
we did not dare to enter the new uterine 
cavity with the biopsy curette and jeopardize 
the result of the operation. 

Concerning pregnancy, we had to depend 
upon the intentions of the patients. Four of 
them admitted practicing birth control. The 
first patient had no chance because one tube 
was transplanted without leaving the fimbri- 
ated end outside of the uterus. The other 
tube was occluded. Only one of the five re- 
maining patients who had a chance actually 
tried and became pregnant.5 

Prior to her atresia she had one living child. 
Two weeks following delivery a physician 
curetted her in her home for postpartum 
hemorrhage. The patient developed amen- 
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orrhea and had the usual molimina, pains, 
backaches, vertigo and vicarious bleeding 
from her nose. 

The reconstruction of the endometrium by 
tubal transplantation was done after the 
atresia had persisted for 13 months. Menstru- 
ation recurred regularly after the operation 
and the above symptoms disappeared. 

For several years birth control was prac- 
ticed. The patient divorced her first husband 
and married another man three years after 
the operation. 

She became pregnant immediately. Other 
than nausea in the first trimester, the course 
of pregnancy was uneventful. She went to 
term. Labor began five days prior to the ex- 
pected date of confinement with spontaneous 
rupture of the membranes. Following five 
hours of good contractions spontaneous deliv- 
ery of a healthy boy weighing 2500 grams oc- 
curred. The placenta was expressed one and 
a half hours later. A plum-sized missing 
piece was manually removed. 

The postoperative course was febrile for 
several days without signs of general infection. 
Menstruation recommenced six weeks after 
delivery and has remained regular since. 


Discussion 


Amenorrhea following pregnancy can be 
either endocrine or of traumatic origin. 


The endocrine variety was first described 
by Chiari and co-workers® in 1855 as a puer- 
peral utero-ovarian atrophy with persistent 
lactation. 


Frommel,’ in 1882, published 28 cases 
(about 1 per cent in 3000 patients) with vari- 
ous degrees of uterine atrophy causing amen- 
orrhea. 


The Chiari-Frommel syndrome became a 
well-known entity in the literature. A good 
historical review concerning utero-ovarian 
atrophy with persistent lactation was given 
by Sharp,’ in 1935. One of the latest reports 
came from the Mayo Clinic (A. B. Hunt).® 
It was found that in 78 instances of prolonged 
postpartum amenorrhea 65 per cent were 
caused by functional failure of the pituitary 
body or ovary. 

The traumatic variety of amenorrhea fol- 
lowing pregnancy is caused by partial or total 
destruction of the endometrium. 
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It is a well-known fact that the regenera. 
tive power and the anatomic arrangement of 
the endometrium makes it under normal con. 
ditions impossible to cause amenorrhea by 
surgical means. Novak? cites the experiments 
on monkeys by Hartmann who removed with 
sharp excision practically the whole inner 
lining of the uterus and found it very soon 
completely restored. 

It requires a certain combination of patho. 
logic and physiologic conditions to enable a 
physician to cause amenorrhea and _ uterine 
atresia by curettage. These conditions are 
postpartum or postabortum puerperium with 
bleeding and inflammation at a time when 
the uterus has not undergone sufficient invo- 
lution, when the musculature is loose and the 
inner layers can be removed by energetic 
curettage. 

Even if some of the tips of the endometrial 
glands remain in the scar tissue, as we found 
them in some cases, they do not function or 
grow. Hematometra has not been observed. 

Asherman™ in his paper on amenorrhea 
traumatica points out that besides curettage, 
other mechanical interferences, like manual 
removal of the placenta or intrauterine pack- 
ing may create atresia. Stamer’ found only 
four cases in the literature where atresia and 
amenorrhea followed “excochleation” in non- 
puerperal uteri. He collected 17 individual 
cases from the literature and 20 summarily 
reported by a Russian author. To these he 
added 24 cases of his own giving the rather 
impressive grand total of 61 cases of partial 
and total atresia of the uterus after excoch- 
leation following parturition and abortion. 

Since his 24 cases were observed in one 
hospital in the short period of two years he 
feels that uterine atresia following curettage 
is not as rare as one may believe from the 
meager reports in the literature. Five of his 
patients had total atresia, 16 partial atresia, 
three stenosis. The latter two groups were 
cured by conservative means (probing and di- 
latation). Concerning complete atresia, he had 
no cure to offer. 

An attempt has been made by Brea,” ima 
typical case of uterine atresia following curet- 
tage 15 days after delivery, to restore endo 
metrial function by dilatation and endome 
trial implantation. There was some improve 
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ment, though transitory. Bleeding occurred 
only under hormonal treatment. 

It is in these cases of total atresia that P. 
Strassmann’s transplantation of the fallopian 
tube as a substitute for the missing endome- 
trium has been the solution. 


The remaining question is “whether the 
newly established menstruation comes from a 
normal transplanted tubal mucosa or whether 
the latter acted as a sort of graft while the 
endometrium regenerated itself.”1% Theoreti- 
cally it would be conceivable that the tube 
being a derivant of the Miillerian duct could 
under different circumstances take over the 
functions of another part of the Miillerian 
duct. On the other hand, it appeals more to 
one’s common sense that the new menstru- 
ation comes from original endometrial glands 
which are embedded and choked in scar tissue 
and thus prevented from growing and func- 
tioning until satisfactory space was provided 
for regeneration. 

The occasion may arise to obtain one of 
these uteri later and examine them grossly 
and microscopically. 

None of our six patients observed a loss 
of tissue indicating that the transplanted tube 
was discarded. 


Whatever the case may be, the clinical re- 
sults prove that the intended goal of re-estab- 
lishing a normal functioning endometrium 
had been reached. 


Summary 


Atresia of the uterus is of traumatic origin. 
It is most frequently the result of excessive 
or repeated postpartum or postabortum curet- 
tages, causing amenorrhea, pelvic and other 
molimina, dyspareunia and sterility. Endo- 
crine therapy is useless. Partial atresia usually 
develops in the lower part of the uterine 
cavity and around the internal os. Dilatation 
may help this condition. Total atresia in- 
volves the entire uterine cavity. No cure for 
this condition existed until Paul Strassmann 
designed and performed successfully a new 
plastic operation in 1929. 

The principle of the procedure is the trans- 
plantation of a fallopian tube into an arti- 
ficially made uterine cavity. The uterus is 
split anteriorly in its entire length and the 
scar tissue is removed to make room for the 
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tube which is left in connection with the 


m 


esosalpinx. The operation which is done 


through the vagina is described and illustrated 
in detail. 


at 


In all six cases done so far regular menstru- 
ion was re-established. One patient became 


pregnant. She had, so to speak, a tubal preg- 


nancy inside of her uterus. 


Pregnancy and 


labor proceeded without disturbance. A 
healthy infant of 2500 grams was born spon- 


ta 


neously five days prior to the expected day 


of confinement. 


The question is discussed whether the trans- 


planted tube actually takes over the function 
of the endometrium or whether it serves as a 
draft which provides sufficient space for rem- 
nants of the original endometrium to regen- 
erate. An answer to this question can only 
be given by examining a uterus removed a 
considerable time after the operation. This 
opportunity has not yet presented itself, since 
all patients operated upon so far recovered 
completely and remained well. 


m 


To the knowledge of the essayist, P. Strass- 
ann’s operation for total atresia of the uterus 


has not been repeated outside of his clinic. 


It 


deserves to be brought to the attention of 


the profession. 


. Sharp, 


Brea, C. T 
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Discussion (Abstract) 


Dr. Charles J. Collins, Orlando, Fla. Dr. Strassmann 


has presented a very interesting series of six cases of 
complete atresia of the uterus caused by curettage 
following pregnancy. In all cases the amenorrhea was 
relieved and pregnancy occurred in the only, eligible 
patient by transplanting the fallopian tube into an 


artificially prepared cavity in the uterus. 


These re- 
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sults at first glance would appear almost too good 
to be true and one would be inclined to regard with 
a mild feeling of skepticism a report of an unusual 
operation successfully curing a consecutive series of 
six unusual cases. Such was my reaction at first 
but this was soon replaced by a feeling of admiration 
for a gynecologist, Dr. Strassmann’s father, who had 
the skill and dexterity to perform these operations 
vaginally. I doubt that anyone in this audience would 
feel so qualified. 


That these results were achieved there can be 
no doubt because they have been personally verified 
by Dr. Strassmann. He has attempted to answer as well 
as possible several questions which naturally arise in 
our minds. Did complete atresia exist in all of the 
patients and, if so, why do we so rarely see this con- 
dition today? I believe the diagnosis of complete 
uterine atresia is difficult to prove without hysterec- 
tomy and adequate dissection of the uterus. This term 
implies eradication of the endometrial cavity with all 
functioning endometrium. The fact that these patients 
are reported to have had severe abdominal cramps 
with pelvic discomfort suggests that endometrial ac- 
tivity may have been present in at least some of 
them. Complete atresia of the uterus after curettage 
must be rare today as Dr. Strassmann has been trying 
for 20 years to find one, and I have never seen one 
in 30 years, during which time I have curetted many 
puerperal uteri. This also has been the experience 
of my colleagues with whom I have discussed this 
entity. Either the gynecologist of today has developed 
a more gentle touch or he does not do a curettage in 
the presence of infection. It is interesting to note 
that in Dr. Strassmann’s first case the patient had 
chills and fever at the time of curettage. We are not 
told about the other cases but I believe the factor 
of infection is more destructive to endometrium than 
its mechanical removal by curettage. An example is 
the action of a tuberculous infection on the endo- 
metrium in causing uterine amenorrhea. It is most 
interesting to consider the role of the transplanted 
tube in this ingenious operation. The mucosa of 
the tube normally has no glands and so far as I 
know no one has caused cyclic bleeding from the 
tube by estrogen progesterone stimulation. I have 
no reason to believe this can be done with the tube 
transplanted into the uterus. Cyclic uterine bleeding 
has been produced by homotransplantation of strips 
of endometrium into a uterus with uterine amenor- 
rhea but this is quite different from tubal mucosa. 
We are all aware of the remarkable propensity 
of the endometrium to regenerate, proliferate and 
migrate. This is demonstrated by the bizarre sites 
of endometrial implants. It is my belief that in 
Dr. Strassmann’s patients the endometrium was not 
completely destroyed but enough of the basal layer 
was left to regenerate. I am convinced that the op- 
eration as described successfully relieved the mechan- 
ical obstruction, and the tube acted as an obturator 
to keep the artificially prepared cavity open until it 
was relined with regenerated endometrium just as 
an artificially prepared vagina will be epithelized by 
the ingrowth of vestibular epithelium if it is kept 
open. To me this is more logical than the theory 
that the tube, either in its normal state or by meta- 
morphosis, assumed the function of endometrium. 
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What has ultimately happened to these tubes I do not 
know. Perhaps they have atrophied into a sort of 
tubal polyp. We would need hysterosalpingograms or 
endometrial biopsies to determine this. I do not know 
why either of these procedures could not be done 
after regular menstruation was established. Perhaps 
it will be possible to add this final touch at some time, 

We are indebted to Dr. Strassmann for reporting 
these cases to us. They are of great historical interest 
and demonstrate the daring, ingenuity and skill of 
a master gynecological surgeon. Whether any of us 
will ever do this operation, I do not know, but if we 
do I am almost certain we will employ the abdominal] 
rather than the vaginal route. 


Dr. Herman I. Kantor, Dallas, Tex. 1 think the 
essayist should be congratulated on his excellent pres- 
entation. His father was truly endowed with a most 
vivid imagination. With this virtue some of the great 
contributions to progress in gynecology have been 
made. 

About a year ago we conducted a study, subse- 
quently published,t which suggests the fate of the 
endometrium when the outlet from the uterine cavity 
is obstructed. A group of patients with a severe 
degree of cervical stenosis were observed. In a num- 
ber this stenosis was sufficiently severe to result in 
complete amenorrhea. Since there was no exit for the 
accumulated blood and cellular desquamation, we 
expected to find a hematometra. 


At the time of operation, we found the stenosis to 
be limited to the cervix. There was no evidence of 
hematometra in any of these patients. Moreover, 
much to our surprise, we found a secretory endo- 
metrium to be present in many. 


Now, the secretory phase was indicative of an 
endometrium which continued to respond to the 
ovarian hormone stimulation despite the severe cervical 
stenosis and amenorrhea. However, the phase of 
desquamation and bleeding must have been altered. 
There is some evidence to show that the desquamated 
cells may be liquified and absorbed directly from the 
uterine cavity. 


I should like to point out that a similar process 
may follow atresia of the uterine cavity itself. The 
remnants of the endometrium may continue to respond 
cyclically to the ovarian hormones. Since the phase 
of menstruation is eliminated, there is no retained 
blood within the space that once represented the 
uterine cavity. 


When an opening is again established through the 
medium of the tube, bleeding can again take place. 
Once again, therefore, menstruation returns and the 
cycle of the uterine endometrium is completed. 


Dr. Strassmann (Closing). 1 would like to thank Dr. 
Collins for opening the discussion and Dr. Kantor 
for his interesting observation. 


I guess nowadays many of us would be afraid the 
uterus would split all the way following the operation 
in case of pregnancy. We would not dare to let a 
patient have her baby spontaneously. But as in the 
cases of unification operation for double uterus, you 


ib Kamer, H. I., and Kamholz, J. H.: Fertil. & Steril. 6:353, 
1 


~ 
‘ 
. 


a 


BEER PBR 


FRE 


VOLUME 49 RECONSTRUCTION OF A FUNCTIONING UTERINE CAVITY—Strassmann 465 


can trust the scars which form following operations 
on any unpregnant uterus. 

You suggested taking a biopsy, Dr. Collins, to see 
what kind of endometrium develops after tubal trans- 
plantation. After a man has performed this com- 
paratively delicate operation, he is happy when he is 
through. He does not want to take any chances later 
to jeopardize the results. I am sure, though, that a 
biopsy taken six months later would not do any harm. 

Concerning Dr. Kantor’s observations, I am sure 
that he has a very good point. In order to keep 
within my limited time I did not mention that Hart- 
mann excised in monkeys the entire endometrium as 
far as he could, to see whether he could destroy the 


menstrual cycle. All these monkeys started promptly 
to menstruate again at the usual time. So I would 
not be surprised that our transplanted tubes are more 
or less drafts to provide space, and that some endo- 
metrial remnants perform their little duty as soon as 
they have a chance to grow. 


Actually, I examined microscopically the excised 
scar tissues and found in some instances remnants of 
endometrial glands. I did not see secretory or pro- 
liferative changes. The reason might be that the cells 
we find in these scars come from the bottom part of 
the endometrial glands, which are deep in the uterine 
musculature, and therefore do not respond to endo- 
crine cyclic stimulation. 


The Effects of Spirituous Liquors 
By spirits I mean all those liquors which are obtained by distillation from fer- 

mented juices or substances of any kind. These liquors were formerly used only in 

Medicine. They now constitute a principal part of the drinks of many countries. 

Since the introduction of spirituous liquors into such general use, physicians have 
remarked that a number of new diseases have appeared among us, and have described 
many new symptoms as common to old diseases. Spirits in their first operation are 
stimulating upon the system. They quicken the circulation of the blood and produce 
some heat in the body. Soon afterwards, they become what is called sedative; that is, 
they diminish the action of the vital powers, and thereby produce languor and 
weakness. 

The effects of spirituous liquors upon the human body in producing diseases, are 
sometimes gradual. A strong constitution, especially if it be assisted with constant and 
hard labour, will counteract the destructive effects of spirits for many years, but in 
general they produce the following diseases: 

1. A sickness at the stomach, and vomiting in the morning. This disorder is 
generally accompanied with a want of appetite for breakfast. It is known by tremors 
in the hands, insomuch that persons who labour under it, are hardly able to lift a 
tea cup to their heads, until they have taken a dose of some cordial liquor. In this 
disorder, a peculiar paleness, with small red streaks, appear in the cheeks. The flesh 
of the face, at the same time, has a peculiar fullness and flabbiness, which are very 
different from sound and healthy fat. 

2. An universal dropsy. This disorder begins first in the lower limbs, and 
gradually extends itself throughout the whole body. I have been told that the merchants 
in Charleston, South Carolina, never trust the planters when spirits have produced 
the first symptoms of this disorder upon them. It is very natural to suppose that 
industry and virtue have become extinct in that man, whose legs and feet are swelled, 
from the use of spirituous liquors. 

3. Obstruction of the liver. This disorder produces other diseases, such as an 
inflammation, which sometimes proves suddenly fatal; the jaundice, and a dropsy of 
the belly. 

4. Madness. It is unnecessary to describe this disease with all its terrors and con- 
sequences. It is well known in every township, where spirituous liquors are used. 

5. The Palsy. 6. The Apoplexy; and 7. The Epilepsy, complete the group of 
diseases produced by spirituous liquors. I do not assert that these disorders are never 
produced by any other causes, but I maintain that spirituous liquors are the most 
frequent causes of them, and that when a predisposition to them is produced by other 
causes, they are rendered more certain and more dangerous by the intemperate use 
of spirits. 

—From An Inquiry Into the Effects of Spirituous Liquors on the Human Body by 
Benjamin Rush, M.D., Boston, 1790. 
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Perforation of Right Ventricle 
By Polyethylene Catheter 


C. A. BROWN, M.D., and ANN KENT, M.D.,* Houston, Tex. 


THE USE OF POLYETHYLENE CATHETERS for in- vein disappeared and could not be palpated or lo. 
travenous therapy is a widely accepted practice _ ©@ted_ by other methods of examination. It was there. 


d fore assumed to have been discarded in the bandages, 
and significant complications related to their The patient improved rapidly during the last three 


use are relatively rare. It is most unusual for weeks of hospitalization and was discharged on the 
a catheter to be lost within a vein and pass fifty-second day. 

on to the heart. One such case was reported When seen in clinic three weeks later her condition 
by Turner and Sommers! in which a poly- was satisfactory. Five weeks after discharge from the 


i F hospital she was seen in the emergency room, at 
ethylene catheter escaped from the right which time she was dehydrated, emaciated, semi- 


median cubital vein and entered the right comatose with episodes of screaming, groaning and 
atrium. cursing. She was admitted to the hospital. ; 


In the case reported below a polyethylene A grade III pulmonic systolic murmur and a fine 


: a pericardial friction rub were heard. Fine crepitant 
catheter disappeared from the femoral vein, 11.5 were present in the left upper lung and Gf 


reached the heart and perforated the right right lower lobe was dull to percussion with decreased 
ventricle. breath sounds at the base. The liver was slightly en- 
larged. The urine contained many white cells. It was 

Case Report thought that she had bronchopneumonia and cystitis. 


: s - During the next six days she developed fever, chills, 
The patient, a 27 year old negro woman, wes ad- 


mitted to the hospital because of coma following the 
ingestion of an unknown number of phenobarbital FIG. 1 
tablets. She had grand mal epilepsy and had been 
mentally defective since the age of one and a half 
years. 


At the time of admission the patient was in deep 
coma with unreactive pin-point pupils. The arterial 
pressures were 90 mm. Hg. systolic and 60 mm. Hg. 
diastolic. The cardiac rate was 96 per minute and 
the respirations were 16 per minute. Atelectasis of the 
left lung was present and cleared following broncho- 
scopic suction. Fine to coarse rales were audible 
throughout both lungs. The initial laboratory studies 
and roentgen studies of the chest were normal. After 
five days in coma she became progressively more re- 
sponsive and extremely restless. Subsequent roentgen 
studies of the chest showed abscesses in the right lung. 


She required prolonged intravenous therapy to keep 
the fluid and electrolytes in balance and her excessive 
activity required that the fluids be administered by 
a No. 18 polyethylene catheter. Catheters were in- 
serted at various times into the femoral veins and 
right antecubital vein. They were introduced into the 
vein through a No. 17 bore needle and fixed to the 
skin by adhesive tape and gauze bandage. On the 
thirtieth hospital day a catheter in the left femoral 


*From the Departments of Pathology and Medicine, Baylor The catheter extends through the right ventricle. The epi- 
University College of Medicine, Houston, Tex. cardium is covered with a fibrinous exudate. 
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and did not respond to therapy. She refused food 
and water, was unable to void, and expired the sixth 
day. 

At necropsy the pericardial cavity was markedly 
distended with sanguineous fluid and its surfaces were 
covered with a hemorrhagic fibrinous exudate. The 
heart weighed 230 Gms. A polyethylene catheter was 
found in the inferior vena cava, with one end at the 
level of the diaphragm. It extended through the right 
atrium, tricuspid orifice, and had penetrated the 
anterior wall of the right ventricle adjacent to the 
interventricular septum, 4 cm. above the apex. A 3 
cm. long segment of the catheter protruded into the 
pericardial sac and was covered with fibrin (Fig. 1). 

The lumens of the left internal iliac vein and 
inferior vena cava to the hilum of the liver were 
partly occluded by a thrombus that was firmly at- 
tached to the intima of the vessels. Other findings 
included marked atrophy of the right cerebral hemi- 
sphere; hyperostosis of the right occipital, parietal 
and temporal bones; generalized atrophy of skeletal 
muscles; multiple old and more recent abscesses in 
the right lung; passive hyperemia and edema of lungs 
with hydrothorax, bilateral, and ascites; cholecystitis, 
chronic, with cholelithiasis; cystitis, chronic and acute; 
pyelonephritis, acute, focal. 


Discussion 


This case illustrates a rare but important 
complication of intravenous therapy with 
polyethylene catheters. It is in such a restless, 
almost unmanageable patient that the use of 
a catheter is of most value. A second, more 
common complication, is thrombosis of the 
vein into which the catheter is inserted. It is 
possible that this process might give rise to 
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emboli. There was no evidence of embolic 
phenomena in the present case in which there 
was extensive thrombosis of the left internal 
iliac vein and inferior vena cava. As empha- 
sized by Turner and Sommers, the poly- 
ethylene catheter must be carefully secured. 
We suggest that the catheter be ligated to the 
vein and sutured to the skin if the catheter 
is inserted by exposure of the vein. When, 
on the other hand, the catheter is introduced 
through a needle a loose knot should be tied 
in the catheter above the skin to prevent it 
from becoming dislodged. 


Summary 


A polyethylene catheter, used for intraven- 
ous therapy, accidently escaped into the left 
femoral vein, passed to the right heart, and 
perforated the right ventricle resulting in car- 
diac tamponade. Approximately 71 days 
elapsed between the disappearance of the 
catheter and the death of the patient. This is 
apparently the second reported case in which 
a polyethylene catheter, used for intravenous 
therapy, escaped into the venous circulation 
and entered the heart. It is the first that con- 
tributed to the death of the patient through 
perforation of the myocardium. 
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Present Outlook of Patients With 
Recently Acquired Diabetes: 


KELLY M. WEST, M.D., Oklahoma City, Okla. 


The evidence is strong that diabetes mellitus inadequately controlled is 


attended by a decreased life expectancy. 


FoR QUITE A FEW YEARS now we have been 
congratulating ourselves on the steadily in- 
creasing longevity of the diabetic patient. 
Perhaps because of these substantial gains 
there has been a tendency on the part of 
some physicians to lead the newly discovered 
diabetic to believe that diabetes mellitus is, 
in our modern age, really not much about 
which to be concerned. On the other hand, 
among the physicians who act as consultants 
in diabetes there are those who, because 
they see over and over again the devastating 
degenerative vascular changes of long-term 
diabetes, have assumed a contrasting attitude 
of extreme pessimism concerning the long- 
térm prognosis of diabetes. Most of us who 
have had an opportunity to study the con- 
tinuously changing clinical course of diabetes 
regard both the naive overoptimism of the 
“nothing to worry about” group, and the 
gloomy attitude of the “nothing can be done” 
school as inappropriate. Thus it will be the 
purpose of this paper to summarize briefly 
the present outlook for the new diabetic pa- 
tient. 


Mortality and Longevity 


Statistics pertaining to groups of diabetic 
patients are often difficult if not impossible 
to interpret because the cases are grouped 
without regard to factors (often highly signif- 
icant) such as age and sex of patients, date of 
onset, degree of control, presence of other 
diseases, etc. It will be seen, for example, from 
examining table 1 that myocardial infarction 
prior to 1930 was not particularly prominent 
as a cause of mortality (10 per cent). But 


*Read before the Section on Medicine, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., No- 
vember 14-17, 1955. 


compare this with a more recent figure (1952) 
showing that myocardial infarction is now by 
a great margin the chief problem in diabetes 
with onset in later life. Thus mortality statis- 
tics which include deaths which occurred 
more than a very few years ago may not be 
applicable in estimating present prognoses. 


Much recent work shows clearly the marked 
differences in the clinical course of diabetes 
depending on the age of onset of diabetes. 
These differences are summarized in figure l, 
which shows that in order to help our younger 
patients we must concern ourselves primarily 
with the prevention or postponement of kid- 
ney lesions, while in those having an onset in 
adult life the major emphasis must be placed 
elsewhere. It may be noted that lumping the 
mortality figures of the older and younger 
groups together would suggest a mortality pic- 
ture not appropriate for either group, a fact 
which further indicates that statistics which 
group diabetics together without regard to 
age of onset and other factors may be irrela- 


FIG. 1 


CAUSES OF DEATH IA DIABETES 


Childhood onset * 


63% 
7% 


Loronary All others Renal 


Arterio- 
Slerosis Disease 


Adult onset cases * 


All others 


*A series (1948-1951) of cases with onset 


after age of 
+1955 statistics of Joslin Clinic for patients with onset of 
diabetes before age of fifteen.” 
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TABLE 1 
THE RISING INCIDENCE OF FATAL ACUTE CORONARY DISEASE IN DIABETES MELLITUS" 


Percent of deaths 


Year due to acute coronary 


reported disease 

1930 10 per cent Blotner 
(“Cardiac infarction’’) 

1936 21.7 per cent 
(“acute coronary thrombosis’’) 

1942 30 per cent Lisa et. al. 
(“Cardiac infarction’’) 

1947 34 per cent Stearns et. al. 
(“acute coronary disease’’) 

1952 10 per cent 


(“myocardial infarction’’) 


Root and Sharkey 


Root and West 


Reported by Nature of series 


Consecutive cases 

Consecutive cases 

Cases over 40 years of age 
Average age at death 64.7 years 


Average age at death 67.5 years 


vent or misleading if used to estimate the 
outlook for the individual case. 


The longevity of the carefully educated 
diabetic who acquires diabetes in middle or 
later life is now approaching normal. A re- 
cent study showed that in this age group even 
those diabetics who died of myocardial in- 
farction (49 patients) had lived 77 per cent 
of their collective life expectancy from the 
time of onset of diabetes.! 


Apparently then the impairment of longe- 
vity in the group with onset in middle or 
later life (this group constitutes more than 
80 per cent of all diabetics) is due to two fac- 
tors, (1) the effects of excessive coronary 
atherosclerosis, and (2) a group of prevent- 
able or partly preventable entities such as 
gangrene, coma, chronic pyelonephritis and 
other infections. That deaths from gangrene 
and coma are now largely preventable may 
be seen by noting that neither entity was 
responsible for a single death in a recent 
consecutive series of 100 autopsy cases, the 
onset having been after maturity was reached 
(Fig. 2). The impressive incidence of deaths 
(8.5 per cent) due to various types of renal 
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FIG, 2 


Coronary arteriosclerosis 
(stippled crea represents 
myocardial infarction ) 


All other degenerative 


vasculor diseases * 


Infection 
Stippied area represents! 8.5% 
renal infection 


'S per cent 
Cancer 


18 per cent 


All otner 


“Includes degenerative vascular lesions of the kidney and 
brain and pulmonary embolus (one case). 


Graphic representation of the major causes of death with 
onset of diabetes after 21 based on 100 autopsies at the 
New England Deaconess Hospital (1948-1951). 


infection should be noted, and every effort 
should be made to prevent, to recognize and 
to treat vigorously this particular type of po- 
tentially fatal complication. 


Coronary Atherosclerosis 


The marked susceptibility of diabetic pa- 
tients to myocardial infarction has been ap- 
parent for several years. Middle-aged diabetic 
men are at least twice as often victims of 
myocardial infarction as are nondiabetics, and 
diabetic women in the same age group prob- 
ably have myocardial infarction at more than 
10 times the expected rate.13 


The mortality rate due to various types of 
cerebrovascular episodes seems to be similar 
in diabetic and nondiabetic groups, a fact 
which would seem to confirm the impression 
that the incidence of significant cerebral athe- 
rosclerosis in diabetics is far exceeded by the 
incidence of premature and excessive coronary 
atherosclerosis. It is of interest in this regard 
that cholesterol-fed rabbits develop a similar 
distribution of atherosclerosis (little cerebral 
and much coronary atherosclerosis). Although 
this may very well be a fortuitous similarity 
it (in addition to certain other facts) is con- 
sistent with the premise that the excessive 
coronary atherosclerosis in the diabetic may 
be due to an aberration of lipid metabolism. 
The work of Hirsch and others indicates that 
there is decreased fat tolerance in diabetic 
patients, and Hirsch, Phibbs and Carbonaro* 
showed consistently higher levels of serum fat 
in patients during hyperglycemia whether 
ketonuria was present or not. These facts 
suggest the question as to whether the dietary 
fat of the diabetic patients ought to be lim- 
ited. However, since the fasting blood lipids 
of carefully controlled diabetics are almost 
invariably normal, even on a high fat regi- 
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men, a more practical approach would seem 
to be an attempt to continuously control gly- 
cemia since it is an indicator of the relative 
insulin deficit. The case reported by Johnson 
and Rynearson® is of particular interest in 
this regard since the patient showed normal 
‘serum lipid levels and no evidence of exces- 
sive atherosclerosis in spite of a very high fat 
intake of 240 grams daily (over 80 per cent 
of calories supplied as fat) for a period of 29 
years of well-controlled diabetes. 

The clinical approach to the prevention ol 
coronary atherosclerosis in the diabetic will 
depend to some degree on the resolution of the 
controversy as to whether this, or any of the 
other diabetic vascular lesions, result primar- 
ily from effects of a relative insulin deficit 
per se or primarily from hereditary defects 
not secondary to insulin deficiency. Both 
Sprague® and West!® have noted a patient 
with diabetes due to chronic pancreatitis who 
developed intercapillary glomerulosclerosis, 
and “diabetic” retinopathy is not uncommon 
in the diabetes of acromegaly or Cushing’s dis- 
ease. These facts suggest strongly that the 
degenerative vascular lesions in diabetes may 
be the result of a chain of events largely sec- 
ondary to insulin deficiency (since this is the 
factor which Cushing’s diabetes, acromegaly 
diabetes, pancreatitis diabetes and “heredi- 
tary” diabetes have in common) and that their 
postponement might be effected significantly 
by the careful and continuous control of 
hyperglycemia. That the vascular lesions of 
the retinal, kidney, coronary, and limb vessels 
are not inevitable is shown by the fact that 
at least 54 patients have now experienced 25 
years of diabetes without a trace of these le- 
sions;® and we have seen a man who, after 35 
years of diabetes, has normal retinas, normal 
renal funtion tests, and no radiographic evi- 
dence of arterial calcification of the ex- 
tremities. 

Although the kidney and retinal lesions of 
long-term diabetes are often associated with 
arteriosclerotic lesions of the coronary and 
limb vessels and may have certain etiologic 
factors in common with them, they are not 
“arteriosclerotic” lesions in the usual sense of 
the term. Clinical studies which report “‘vas- 
cular lesions,” with no qualification as to the 


specific type of lesions (atheromata, capillary 
aneurysms, glomerular hyaline changes, arte- 
riolonephrosclerosis, etc.) are not as useful as 
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statistical reports indicating the particular 
kind or kinds of pathologic change present. 
Apparently there is a close association in the 
incidence of the intercapillary glomerular le. 
sions and the diabetic retinal lesions, as well 
as some striking morphologic similarities be- 
tween the two, but the arteriosclerotic lesions 
are less closely related to the renal and retinal 
lesions than the latter are to each other. 


Relationship of Control to Vascular Lesions 


Data purporting to show a lack of correia- 
tion between the degree of control and the 
incidence of vascular lesions have been pre- 
sented,’ but these reports are being challenged 
by a large number of reports showing an ap- 
parent relationship between “poor” control 
and the rate of development of certain vas- 
cular lesions. 

Data bearing on this point are extremely 
difficult to collect objectively and to analyze, 
since standards of “control” of diabetes are 
hard to define, and no adequate data are avail- 
able at present correlating control of diabetes 
with postponement of coronary atheroscle- 
rosis. However, it would appear as if there is 
a general, although not invariable, correlation 
between generally accepted standards of good 
control and the postponement of certain of 
the degenerative vascular lesions. 


Expectancy of the Young Diabetic 


Mortality statistics based on the longevity 
of cases treated before the availability of long 
acting insulin and antibiotics are particularly 
invalid in calculating the present expectancy, 
as are figures based on the duration of life at 
time of death (since patients living a long 
duration are not tabulated). For these and 
other reasons, calculation of the present life 
expectancy of the youthful diabetic is diffi- 
cult, but it would appear that patients on a 
“free” diet can look forward to the develop- 
ment of retinal or renal lesions before the 
twentieth year in the majority of instances. 
Sample statistics are given in figure 3 showing 
the incidence of retinal lesions in the patients 
of Joslin and associates* with and without op- 
timal control, and the incidence of retinal le- 
sions treated by Lichtenstein and associates’ on 
a relatively casual regimen (no dietary re 
strictions but attempts to maintain a fasting 
blood sugar below 200 and a ketone-free 
urine). Note that the incidence of retinopathy 
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FIG. 3 


RELATIONSHIP OF RETINOPATHY TO 
CONTROL AND DURATION OF DIABETES 


54.7 % 80 % 


42.5% 


“Poor” Control Coreful Control 
20-34 years 20-34 years 


Free Diet 
10-14.5 years 


*From data of Larson, Lichtenstein and Ploman.? 
+From data of Wilson, Root and Marble (Joslin Clinic).* 


Incidence of retinopathy in young diabetics of long duration. 


in the free diet cases of 10 to 14.5 years dura- 
tion is even greater than that in the carefully 
controlled cases of 20 to 34 years duration, 
and note also the striking contrast in the in- 
cidence of these lesions in the poorly and 
carefully treated groups of over 20 years du- 
ration. It is of further interest that of the 23 
patients with good or excellent control repre- 
sented in figure 3, none had marked retinop- 
athy even after 20 to 34 years of diabetes and 
none had intercapillary glomerulosclerosis. 


Suffice it to say that the majority of pa- 
tients whose diabetes began in childhood 25 
years ago and who had casual control (no con- 
sistent attempt at control of glycosuria) have 
glomerulosclerosis if they have not already 
succumbed to it. On the other hand the ma- 
jority of those who have had 25 years of good 
or excellent control (this includes by my 
standards about one in ten) are alive, active 
and free of nephropathy. If we assume that 
we can make no further therapeutic improve- 
ments during the next few years, we can an- 
ticipate a mean life expectancy in young pa- 
tients treated with average efficiency of about 
25 years (15 to 30 years in the majority of 
cases). This means that a 9 year old newly 
diabetic child might expect to die after about 
25 years of diabetes of renal complications 
while in his thirties, having lived a little less 
than one half the normal expectancy. In most 
instances he could expect to be partly or 
wholly incapacitated during 1 to 5 years of 
this span due to complications, such as 
retinopathy, neuropathy, or nephropathy. 


It is cheering to note that compared to the 
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preinsulin prognosis of a few months, the 
present prospect of 25 years of life represents 
astounding progress. Nevertheless, the pros- 
pect of gradual incapacity and death in early 
middle life, at the time most of these persons 
have family responsibilities, is a depressing 
one which should be clearly appreciated by 
any physician who accepts initial responsibil- 
ity for the education of one of these children. 

The majority of patients who have had an 
opportunity to achieve good or excellent con- 
trol (i.e., careful initial education, continuous 
skillful supervision and encouragement, care- 
ful manipulation of diet, insulin, and exer- 
cise in an attempt to maintain sugar-free 
urine) will be well and happy 30 years after 
the onset of diabetes. How ridiculous it seems 
for a diabetic child to spend twelve or more 
years in school while not devoting as much as 
the equivalent of a month in acquiring skills 
in controlling diabetes. Those who tell us 
that it is better to permit moderate glyco- 
suria have usually become discouraged be- 
cause their relatively unskilled patients can- 
not have consistently negative urine tests with- 
out distressing insulin reactions. The vast 
majority of young patients who receive (or 
whose parents receive) full and continuous 
skilled instruction can attain urine tests which 
are for the most part sugar-free. This can usu- 
ally be done without undue hardship on the 
patient, without serious or frequent insulin 
reactions, and, after the initial period of edu- 
cation, with the investment of only a few 
minutes a day. 


Patients who are unhappy cannot as a rule 
be controlled on any program, and we occa- 
sionally place these patients temporarily on a 
relatively free diet until an attack can be 
made on the psychologic difficulties. Often- 
times in these cases we are able gradually to 
effect changes which enable an eventual re- 
turn to more optimal control. Occasionally 
it is necessary to permit considerable glyco- 
suria (usually because of emotional or intel- 
lectual problems) but these patients are not 
told that permanent glycosuria is preferable 
and are encouraged continuously to try to 
increase their ability to control the diabetes 
more closely. Young patients who try to 
achieve negative urine tests without benefit 
of adequate training are doomed to frustra- 
tion and failure and are thereafter very diffi- 
cult patients with whom to deal. Since the 
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education of a new diabetic patient is far 
easier than the re-education of an old patient 
who is convinced that it cannot be done, 
incomplete initial instruction is a great handi- 
cap to overcome. It would seem reasonable 
for any physician who accepts responsibility 
for one of these children to ask himself (as 
he might before doing a major surgical pro- 
cedure) whether he is really prepared to sup- 
ply the patient with the skill necessary to 
keep short and long term complications to 
a minimum. 


Summary 


The life expectancy of the carefully man- 
aged diabetic with onset in later or middle 
life is now only slightly below normal, and 
the modest impairment of longevity is prin- 
cipally due to excessive coronary atheroscle- 
rosis. The life expectancy for the young dia- 
betics treated with average efficiency is about 
one-half of normal and is impaired principal- 
ly because of glomerulosclerosis. 


There is some indirect evidence suggesting 
that careful control of glycemia may delay the 
development of atherosclerosis but this has 
not been proven. Evidence has been presented 
in support of the opinion that the longevity 
of young diabetics is substantially improved 
when exceptionally good initial education and 
management permit continuous control of 
glycemia. 
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Discussion (Abstract) 


Dr. Robert S. Radding, Houston, Tex. 1 want to 
congratulate Dr. West on his pointed coverage of this 
extremely difficult subject. In conjunction with what 
has already been expressed so capably by him, I should 
like to add my plea that we dispose of one statement 
that is repeated over and over again in the physician’s 
office, namely, “just a touch of sugar.” It has been 
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my unhappy experience to see too many patients who 
have been told sometime previously that they had 
sugar in the urine and that it was just a “touch of 
sugar.” 

One patient I saw when he was 43 years of age and 
had been diagnosed as having diabetes three years 
previously, was told by his physician to “stay off 
sweets.” Physical examination when I first saw him 
revealed many scattered exudates in the right eye 
and partial loss of vision. No further changes in vision 
have occurred since this patient has been on an ade. 
quate regimen. 

Another patient I saw at the age of 58 reported that 
sugar had been first discovered in the urine 20 years 
prior to my first examination at the time of the birth 
of her last child. Frank diabetes began approximately 
six years before my examination; when I saw her 
flame-shaped hemorrhages and many exudates specific 
of diabetic retinopathy were noted in the examination 
of the retina. Only in the three years preceding my 
examination had this patient received adequate dietary 
control and insulin therapy. 


I am bringing these two experiences to your atten- 
tion to emphasize that the occurrence of diabetes, al- 
though mild, demands strict attention to the standards 
of careful control. 

Beaser reported in 1951 on his survey of 225 physi- 
cians who placed particular emphasis in their prac- 
tices on care of diabetes. Of that group 156, or 70 per 
cent, tried to maintain a normoglycemic state. Fifty- 
three or 20 per cent of that group tried to maintain 
aglycosuria before or after meals. This totals 93 per 
cent of that group of physicians, and only 7 per cent 
preferred to allow either mild glycosuria or a com- 
plete disregard for dietary control. It is apparent then, 
that the vast majority of these diabetes specialists are 
of the opinion that the more careful the control, the 
more satisfactory is the patient’s state. 


It is to be pointed out that those specializing in 
diabetes do not necessarily feel that normoglycemia is 
the necessary end-point for limiting and controlling 
vascular complications. On the other hand those of us 
who do believe in the importance of control are frank 
to admit that, although the specific mechanism is 
vague and obscure, other metabolic disturbances do 
occur when the blood sugar is markedly elevated, and 
that these are probably disturbances of lipid metabo- 
lism. This has been adequately demonstrated by Dr. 
West's paper. 

Diabetes, be it mild or severe, demands the vigorous 
and energetic attention of the physician and the in- 
stitution of the proper regimen as soon as feasible. As 
the years pass, the results will be gratifying. Vascular 
lesions will be delayed and the patient will be more 
comfortable. 


Dr. Arthur Herold, Shreveport, La. Dr. West, in 
his very interesting paper, brought out some valuable 
points. There are also some statements to which I 
want to take exception. 

In the first place, I hope that he is not putting all 
his patients today on that high fat, low carbohydrate 
diet that enabled the one man to live 35 years with- 
out complications. I have a patient with whom the 
Chairman of our Section is familiar, who has had 
diabetes for practically 33 years, and examination of 
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his eye grounds, x-rays of his feet, and cardiac tests 
have all proved to be negative after this length of 
time. He was controlled before he began taking in- 
sulin by a generally restricted diet. We found very 
soon that he could not stand much fats, showing 
acetone in his urine which frightened us. 

I am aware of the fact that Newburgh and Marsh 
years ago advocated a high fat diet, but we now know 
so much more about late developments in the study 
of arteriosclerosis where fats, both intrinsic and ex- 
trinsic, are factors. I cannot conceive of a patient who 
has been a diabetic for 35 years, and I am not doubt- 
ing Dr. West’s word, who has been on that high fat 
diet for all of this time without showing arterioscle- 
rotic changes. 

The patient to whom I refer is the possessor of one 
of Dr. Joslin’s medals. Dr. Joslin gives a medal to 
diabetics who live over 25 years and show no vascular 
changes due to diabetes. 

Now, as to keeping the urine entirely negative at 
all times, theoretically that is fine but practically I do 
not think it is worth a cent. You cannot keep your 
patient free of sugar at all times. He is going to be 
allowed to go around and occupy himself with some 
kind of work. You can keep him free of acetone and 
I think it is much better. Although I do not ad- 
vocate spilling sugar, I think it is much better for 
him to spill sugar than to have severe hypoglycemic 
reactions with possible injury to his circulatory sys- 
tem and, especially, his brain. 

These are the main things I want to stress and 
while I think Dr. West is to be congratulated on the 
way he has gone into this subject and brought out the 
main facts, I still think there is always something on 
which we can have a controversy. 


Dr. Leon S. Smelo, Birmingham, Ala. I, too, can 
speak of a patient who has one of Dr. Joslin’s Victory 
Medals, and has had diabetes 30 years, and on the basis 
of this experience I believe that Dr. West’s principles 
are correct. The basic point involved here, perhaps, is 
best illustrated by analogy with football. A football 
coach plans each play to score a touchdown. He expects 
each man on the team to execute his assignment per- 
fectly. Now any team that is so taught and so plays 
football, is going to win many more games than a 
team which is less strictly coached, where the coach 
has a laissez-faire attitude and feels it makes little dif- 
ference what each individual player does. 


Now, we know in actual practice that it is difficult 
for patients to maintain normoglycemia and glycosuria 
around the clock. Experience also has demonstrated 
that you can obtain a Victory Medal without such 
meticulous regulation of diabetes. If the doctor who 
is treating the patient does not emphasize persistent 
control and meticulous care, the patient will drift into 
such lassitude and neglect, that his control will be so 
far short of the mark that the results we have seen 
from Dr. West's slides will result. In order to get good 
results, you have to insist on perfection, just as a 
coach demands perfection, even though he knows that 
the average player is not going to be perfect. 

There is one other point. That is, today it is pos- 
sible for the patient to treat his diabetes well, to fol- 
low a comfortable diet, and with the insulin prepara- 
ions now available, to take all necessary insulin in 
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the morning. We have essentially three types of in- 
sulin—regular insulin, which works rapidly and covers 
the forenoon; intermediate insulin, which works well 
between twelve noon and twelve midnight; and pro- 
tamine insulin which acts around the clock. With a 
suitable combination of regular, protamine and NPH 
or Lente insulin, it is possible to administer one, two, 
or all three types of insulin before breakfast and with 
proper adjustment of dosage to diet and exercise, the 
blood sugar can be held within or close to normal 
limits around the clock. I believe that if such com- 
bination of suitable insulin and a measured diet is 
followed, then more patients in the future will do well. 

Dr. West (Closing). First of all, I would like to 
thank Dr. Smelo, Dr. Radding and Dr. Herold for 
the lively discussion. 

Our patient who, after 35 years of diabetes, has no 
renal or retinal changes was not on a high-fat diet, 
and if this was misunderstood it is to be corrected. It 
was the diabetic patient of Johnson and Rynearson 
who was on a high-fat diet for 29 years without ex- 
cessive arteriosclerosis. 


Certainly I did not mean to say, and I am sorry 
if I seemed to, that patients with diabetes should be 
on a high-fat diet. I was merely trying to point out 
that insulin is to some extent a regulator of lipid 
metabolism and that diabetic hyperlipemia is usually 
controlled by control of hyperglycemia per se, with- 
out reduction of dietary fat. Again, I am not report- 
ing this in order to advocate a high-fat diet for dia- 
betes but to show that the evidence at hand does not 
indicate a low-fat diet for routine use in the treatment 
of diabetes. 


With regard to the remarks concerning the feasi- 
bility of continuous control “around the clock,” Dr. 
Herold, I am sorry if I seemed to imply that patients 
should live in a vacuum. I said that the majority of 
young patients after adequate education, can achieve 
sugar-free urine most of the time with no important 
inconvenience. I am sure Dr. Smelo, Dr. Herold and 
Dr. Radding have patients who are so well educated 
that they are able to have 90 per cent of urine tests 
sugar-free. I think, as Dr. Smelo pointed out, we are 
trying for the highest goal. Not all people can type 
accurately 90 words per minute, and if we train one 
who can, we rejoice and are not discouraged concern- 
ing those who achieve less than perfection. The fact 
that all young patients cannot achieve excellent con- 
trol is not a valid reason for being satisfied with 
mediocrity in all cases. 


This will appear as heresy to Dr. Radding, but I 
usually issue a scales initially only, if at all, in order 
to help the patient sharpen his ability to estimate ac- 
curately food quantities and then, after the initial 
period, he returns the scales to us, and if he proves 
that he can estimate with satisfactory accuracy he is 
not required to weigh food routinely. 


We encourage children to take exercises as usual, 
and with very few limitations, to do all the things 
other children do. We might accentuate the positive 
by saying, “Now, look, Johnny, if your urine is sugar- 
free you are normal. Your friend, Harry, is a nice 
fellow and a fine baseball player but he needs to wear 
glasses so he can do his best. You do not need glasses 
but, in order to do your best, you need diet and in- 
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sulin. Diet and insulin help you just as Harry's glasses 
help him.” 

I think the possible psychologic impairment which 
has been suggested as a reason for free diet has been 
overemphasized. I do, however, believe free dietary 
treatment is preferable to “strict” management clumsi- 
ly applied. One cannot try for aglycosuria until the 
young patient is psychologically and technically ori- 
ented, and this requires a little skill, some time, and 
not a little patience. 


When you face squarely the fact that a nine year 
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old child is apt to die in early adult life, you begin to 
wonder whether there is not something you can do, 
If careful control will deter the development of any 
of the vascular lesions, then a program of full and 
continuous education provides the only available 
method of increasing the longevity of these patients, 

I am sorry that the discussion in a sense has de- 
teriorated into a discussion of treatment, since this 
was not the initial intention, but it is a little difficult 
for those of us with the spirit of a missionary zealot 
to miss a chance to talk about treatment. 


Thomas Sydenham on Bastard Peripneumony 

1. As the winter comes on, and oftener still as it is going off, and as spring is 
approaching, there comes to light, every year, a fever marked with numerous peripneu- 
monic symptoms. It attacks by preference, the stout and fat, those who have reached, 
or passed, the heyday of life, and those who are over-addicted to spirituous liquors, 
brandy more especially. The blood of these men becomes loaded, during the winter, 
with an accumulation of phlegmatic humors; whilst, as spring approaches, it is excited 
to a new motion. Then cough takes occasion to set in, and administers to these same 
phlegmatic humours, and determines them to fall upon the lungs. And now if the 
patient shall have lived carelessly, and if he still keeps on drinking freely, the matter 
which has excited the cough grows gross, blocks up the passages of the lungs, and preys 
upon the whole mass of the blood in the shape of fever. 

2. At the first attack, the patient is hot and cold by turns, is giddy, and complains 
of a shooting pain in the head, as often as the coughing becomes importunate. He 
vomits up what he drinks, sometimes coughing, sometimes not. The urine is turbid 
and intensely red, the blood the blood of pleurisy. He pants for wind, and draws his 
breath frequently and by jerks. If he be inclined to cough, his head feels as if it would 
split, and so he describes the feeling. The whole chest is in pain, and the wheezing of 
the lungs may be heard by the bystanders as often as the sick man coughs, since the 
lung is unable to dilate itself sufficiently, and its intumescences shut up the vital 
passages. This intercepts the circulation; and the blood being, as it were, smothered, 
there shall be (as there often is with stout people), an absence of the signs of fever. 
This same absence of the signs of fever may also arise from the excess of phlegmatic 
matter, which must so clog the blood as to disable it from rising to a full and sufficient 
ebullition. 

3. In treating this fever, I make it my business to divert from the lungs, by means 
of venesection, the blood which creates the suffocation, and which lights up the 
inflammation. The lungs themselves I clear and cool with pectoral remedies; and by 
the help of a cooling diet I moderate the heat of the body at large. Now when it 
happens, on the one hand, that this sink of phlegm is lodged in the veins, is day by 
day supplying fuel to the fire of inflammation, and is, in consequence, appearing to 
indicate a frequent repetition of venesections, whilst, on the other hand, the most 
careful observations that I have been able to make, have taught me that such repetitions, 
with patients of gross habits, and with patients who have passed the prime of life, 
are the origin of much mischief, and when this latter fact dissuades me from blood- 
letting no less than the former conditions may indicate it, I say that in such cases I 
purge freely, and make such purging supplementary to the venesection; a substitute 
which is rightly applied in those cases that will not bear a large and repeated loss of 
blood. 

—From Observations medicae circa Morborum acutorum historiam et curationem, 

1676. Translation by R. G. Latham. 
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Analysis of ‘I'wo Thousand Consecu- 
tive Proctologic Examinations* 


PATRICK H. HANLEY, M.D., and MERRILL O. HINES, M.D.,7 


New Orleans, La. 


This compilation of the results of many proctologic examinations points up the importance 
of the proctoscopic examination as part of the routine examination, especially from middle age on. 
The proctoscope should rank with the vaginal speculum as an instrument for every day use. 


A srupY OF THE RESULTS OF EXAMINATION of 
the anus, rectum and colon in 2,000 consecu- 
tive patients seen in the Department of Proc- 
tology, at the Ochsner Clinic, has underlined 
the importance of performing such examina- 
tions not only on all patients with specific 
gastrointestinal complaints but also on every 
patient over 45 years of age. Thus, of the 
2,000 patients examined, in only 37 (1.9 per 
cent) was there no proctologic evidence of 
disease. Moreover, a single lesion was found 
in 899 (45 per cent) patients and multiple 
lesions in 1,064 (53.2 per cent). The impor- 
tant clinical features of these lesions will be 
discussed. 


Hemorrhoids 


Internal Hemorrhoids. As would be expect- 
cd, internal hemorrhoids were the most fre- 
quent findings, being present in 72 per cent of 
the 2,000 cases (Table 1). First degree internal 
hemorrhoids were found in 1,120 patients, of 
whom 557 had no associated disease, and if 
these are considered jointly with the 37 pa- 
tients in whom no pathologic alterations were 
found, then 29.5 per cent (594) of the 2,000 
patients examined had no colonic or rectal 
disease. 


A better understanding of internal hemor- 
thoids among physicians will exist if a classi- 
fication according to their relation to the 
pectinate line rather than according to their 
actual size is used. Such a classification also 
permits prediction of the prognosis and indi- 
cations for surgical and injection therapy. 
The extent of the hemorrhoidal disease can 


*Read before the Section on Proctology, Southern Medical 
Association, Forty-Ninth Annual 
November 14-17, 1955. 


Section on Proctology, Ochsner Clinic, New 


Meeting, Houston, Tex., 


best be evaluated by obtaining a thorough 
history and by careful observance of the be- 
havior of the hemorrhoid while the patient 
is straining both with and without the use of 
the anoscope. 

First degree internal hemorrhoids have 
prominent hemorrhoidal veins but do not 
protrude below the pectinate line. Those 
which protrude below the pectinate line into 
the anal canal upon straining and spontane- 
ously retract to their normal position with 
cessation of straining are classed as second 
degree. Third degree internal hemorrhoids 
are those which protrude below the pectinate 
line, prolapse outside the anal canal with 
straining and remain prolapsed with cessation 
of straining, requiring manual replacement. 
Fourth degree internal hemorrhoids prolapse 
below the pectinate line with minimal strain- 
ing, and because of poor submucosal support, 
will remain prolapsed in spite of repeated 
efforts at manual reduction. The incidence 
of hemorrhoids according to degree in the 
present series is shown in table 2. 

First degree internal hemorrhoids are usu- 
ally asymptomatic, but if they cause bleeding 
or pain, surgical treatment is necessary. In 
some patients with bleeding, first degree in- 
ternal hemorrhoids may be benefited by in- 
jection of a 5 per cent solution of urea and 
quinine hydrochloride. However, because of 
the low incidence of permanent cure by this 


TABLE 1 


FINDINGS IN 2000 CONSECUTIVE EXAMINATIONS OF 
THE ANUS, RECTUM AND COLON 


Diagnosis Cases Per Cent 
Internal Hemorrhoids 1440 72 
Pyogenic inflammatory disease 472 23.6 
Neoplasms 218 10.9 
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TABLE 2 


INCIDENCE OF HEMORRHOIDS ACCORDING TO TYPE 
IN 2000 CONSECUTIVE EXAMINATIONS 


Type Cases Associated Disease 
With Without 
Internal 
Minimal 489 | 231) 258 } 
$1120 563 557 
1° 631 J $32 J 299 J 
i 279 121 158 
3° 34 16 18 
4° 6 4 2 
Strangulated 1 1 0 
External thrombotic 21 10 ll 
Total 1461 715 746 


palliative method, its use is not recommended 
in second, third and fourth degree internal 
hemorrhoids except in rare instances.’ In all 
patients with second, third and fourth degree 
internal hemorrhoids surgical treatment is 
recommended. 


Strangulated prolapsed internal hemor- 
rhoids are painful and must be reduced as 
soon as possible, for in patients with strong, 
well developed external sphincter muscles 
extreme spasm will result in ischemic gan- 
grene of the hemorrhoid with slough, auto- 
hemorrhoidectomy and infection. Whereas a 
light general anesthetic may be used in the 
apprehensive patient, adequate sedation sup- 
plemented by infiltration of a 1 per cent 
solution of procaine anterior and posterior to 
the anus in a fanwise manner into the para- 
anal area and the sphincter will usually permit 
satisfactory manual reduction with minimal 
pain. Reduction may be maintained by plac- 
ing a gauze dressing over the anus and pull- 
ing the buttocks together with wide adhesive 
tape. 

External hemorrhoids are usually asympto- 
matic, and are removed in conjunction with 
internal hemorrhoids. Rarely is removal of 
uncomplicated external hemorrhoids _indi- 
cated. However, acute thrombotic external 
hemorrhoids are surgical emergencies. They 
are more common than is indicated in this 
series (1 per cent), for undoubtedly most are 
treated by the family physician. Their onset 
is sudden with increasing anal pain and a 
bluish globular swelling that protrudes in 
the anal canal. Usually, the symptoms in- 
crease in severity for 48 hours and then grad- 
ually subside spontaneously. Therefore, if 
the patient is seen during the first 48 hours, 
the clot should be enucleated by unroofing 
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it under local anesthesia in the office. Pa- 
tients seen after 48 hours should be treated 
conservatively by bed rest, bland diet, mineral 
oil, analgesic rectal ointment, codeine and 
phenobarbital, hot sitz baths and compresses, 
After the acute symptoms have subsided, the 
patient should return for a complete exami- 
nation to rule out local anorectal factors that 
may predispose to recurrent thrombosis of 
external hemorrhoids. 


Pyogenic Inflammatory Disease 


Of the 2,000 patients examined, 472, or 23.6 
per cent, had pyogenic inflammatory disease 
of the anorectum. The incidence according 
to type is shown in table 3. 


Cryptitis. Uncomplicated acute or chronic 
cryptitis was found in 16 patients in our series 
but is probably more common than these fig- 
ures indicate. When the anal glands, which 
are connected to the anal crypts, become in- 
fected, the crypts act as funnels that collect 
inexhaustible infectious material to perpetu- 
ate the inflammatory process. They therefore 
serve as the usual portals of entry of most 
anorectal inflammatory diseases. They may 
be the forerunners of anal ulcers, abscesses 
and fistulas, which actually represent differ- 
ent stages of the same disease and should be 
considered collectively instead of as separate 
pathologic entities. Treatment of acute cryp- 
titis is conservative. After subsidence of the 
acute inflammatory process cryptectomy or 
cryptotomy may be indicated. 


Hypertrophied Anal Papillae. Hypertro- 
phied anal papillae were noted in 145 patients 
in our series. Papillitis invariably is associ- 
ated with cryptitis and, as a result of repeated 
infection, chronic lymphedema with hyper 
trophy develops. Hypertrophied anal papil- 
lae, 3 to 4 mm. in diameter, are usually 
asymptomatic and do not require surgical 
treatment. Larger ones, however, may pro- 


TABLE 3 


INCIDENCE OF ANORECTAL PYOGENIC INFLAM- 
MATORY DISEASE ACCORDING TO TYPE 
IN 2000 CASES 


Type Cases Per Cent 
Cryptitis 16 0.8 
Hypertrophied anal papillae 145 7.3 
Ulcers 251 12.6 
Abscesses 12 0.6 
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lapse into the anal canal and cause symptoms 
necessitating papillectomy. Although ocea- 
sionally papillectomy can be done in the 
office, it is not advisable as a routine because 
hypertrophied papillae are usually the result 
of associated anorectal diseases. It is there- 


FIG. 1 


PROCTOLOGIC EXAMINATIONS—Hanley and Hines 
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fore better to operate in the hospital, where 
these associated lesions can be corrected at 
the same time. 


Anal Ulcers. Most anal ulcers are located 


posteriorly. Thus, 86 per cent of the anal 
ulcers in this series were posterior (Fig. 1). 


2000 CORSECUTIVE EXAMINATIONS OF ANUS,RECTUM § COLON 
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Graphic representation of location of anal ulcers in 2,000 patients examined proctoscopically. 
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FIG. 2 
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Diagrammatic illustration of pathogenesis of cryptitis, chronic 
tract. (Courtesy of Hanley, P. H. and Hines, M. 


Fissure-in-ano is a crack or split in the anal 
skin and, when due to trauma, usually heals 
rapidly. Whereas trauma followed by infec- 
tion is usually considered as one of the causes 
of anal ulcers, we believe that infection of 
the anal crypts and anal glands is the chief 
etiologic factor. An anal ulcer is more cor- 
rectly a subcutaneous fistula, with the pri- 
mary opening in the crypt and the secondary 
opening at the site of the ulcer. Between the 
two openings are several millimeters of nor- 
mal anal skin. Infectious material is funneled 
through the crypt and subcutaneous fistulous 
tract so that the anal ulcer is kept actively 
infected (Fig. 2). Acute anal ulcers may oc- 
casionally respond to conservative treatment 
and remain permanently cured if the sub- 
cutaneous fistulous tract near the crypt is ob- 
literated by inflammatory fibrosis. More fre- 
quently, however, the inflammation subsides 
and the patient becomes asymptomatic for an 
indefinite period, with exacerbation of the 
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dormant lesion at irregular intervals until it 
is surgically excised. 

Surgical excision is recommended in acute 
ulcers that fail to respond to conservative 
treatment, in all subacute and chronic anal 
ulcers and even in quiescent lesions if there 
is subcutaneous inflammatory fibrosis. If a 
quiescent lesion is evident by only thin linear 
scarring in the skin without any subcutaneous 
fibrosis or loss of normal consistency of the 
external sphincter, operation may be de- 
ferred until activity recurs, because occasion- 
ally an anal ulcer will remain healed, Active 
anal ulcers must be removed, for they are the 
forerunners of complicated abscesses, fistulas 
and anal stenosis. 


In the conservative treatment the pain ol 
acute anal ulcers may be relieved by injection 
of a 1 per cent solution of procaine into the 
anal sphincter under the ulcer crater (Fig. 3). 
With the index finger in the rectum the 
needle is inserted about 4 cm. posterior to 
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the ulcer and is directed under it, care being 
taken to keep the needle a safe distance from 
the base of the ulcer. It is then directed in 
a fanwise manner on either side of the anal 
canal. This is followed by injection of 5 cc. 
of a long acting oil anesthetic agent, which 
provides relief for about 14 days. 

Abscesses. There were only 4 para-anal, 5 
ischioanal and 3 supralevator abscesses in this 
series. This low incidence can be attributed 
to the fact that these emergencies are usually 
treated by the family physician. Because the 
para-anal and ischioanal spaces have sensory 
innervation, increasing pain and local signs 
of inflammation are the predominant symp- 
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toms. The supralevator, pelvirectal, retro- 
rectal and intramural spaces do not have so- 
matic sensory innervation and the predomi- 
nant symptoms of abscesses in these spaces are 
fever, chills, urinary retention and rectal full- 
ness. As there are no external local manifes- 
tations, rectal digital examination is necessary 
for diagnosis of these suppurative supralevator 
processes. Because the para-anal and para- 
rectal spaces are of limited potential capacity, 
immediate drainage of these abscesses in the 
hospital is imperative. To postpone surgical 
drainage by use of conservative treatment 
until fluctuation can be elicited only increases 
the extent of destruction of tissue and exten- 
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(A) With the index finger in the rectum to act as a guide, the anesthetic solution is injected in a fanwise pattern. (B) 
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sion of the disease into adjacent spaces. 
Whereas cryptitis and anal gland infection 
can be the cause of all types of abscesses, in- 
fected supralevator spaces are not infrequently 
due to pertoration by a foreign body and 
extension of a suppurative process from adja- 
cent organs. 

Superficial para-anal abscesses can be 
drained in the office by unroofing the abscess 
cavity under local anesthesia through a radial 
incision. Ischioanal and supralevator abscesses 
are best drained in the hospital under general 
or spinal anesthesia. The ischioanal abscess is 
drained through an anteroposterior incision 
over the abscess, lateral to the sphincter mech- 
anism. The supralevator pelvirectal abscess 
can be opened through a similar incision 
which is extended through the levator ani 
muscle. 


Fistula-in-ano. Forty-eight (2.4 per cent) of 
the 2,000 patients in the present series had 
anal fistulas. The secondary opening of 
fistula-in-ano may be in the perineal, scrotal, 
vaginal or rectal regions and its location des- 
ignates the type, such as anoperineal, ano- 
vaginal, anoscrotal, anorectal, semihorseshoe 
or horseshoe fistula-in-ano. The chronicity 
of the lesion is maintained by funneling of 
the infectious material through the pathway 
established by the abscess. 


Since over 86 per cent of inflammatory 
rectal disease originate in the posterior anal 
crypts, the primary opening will also be situ- 
ated there. To assist in locating the primary 
opening of quiescent fistula-in-ano, Goodsall* 
advised transecting an imaginary line across 
the anus into the posterior and anterior 
halves; the secondary opening will be con- 
nected to the primary opening by a straight 
fistulous tract if the secondary opening is 
located anterior to the imaginary line. If it 
is located posterior to the imaginary line, 
the tract will usually be curved and will have 
the primary opening in the midline _pos- 
teriorly. 

As shown in figure 3, fistula-in-ano varies 
from the simple uncomplicated subcutaneous 
fistula or chronic anal ulcer to the compli- 
cated fistula involving the bundles of the ex- 
ternal sphincter and adjacent organs neces- 
sitating roentgenographic studies to make the 
diagnosis. 

Fistula-in-ano can be cured by fistulotomy 


MAY 1956 
TABLE 4 
INCIDENCE OF NEOPLASMS IN 2000 ANORECTAL 
EXAMINATIONS 
Type Cases Per Cent 
Premalignant 
Polyps 172 
Pseudopolyp 2 
Familial polyposis 1 
Total 175 8.75 
Malignant 
Polyps 10 
Carcinoids 2 
Adenocarcinoma 31 
Total 43 2.15 


or fistulectomy. Fistulotomy accomplishes this 
with a minimal amount of injury when the 
sphincter mechanism has to be severed to un- 
roof the entire tract. 


Neoplasms 


Neoplasms were detected in 218 (10.9 per 
cent of the 2,000 patients examined. The inci- 
dence according to type of tumor is shown 
in table 4. The high incidence of neoplasms 
in this series is impressive. The successful 
treatment of premalignant neoplasms at the 
time of proctoscopic discovery in these cases 
serves to emphasize the greatest usefulness of 
office proctology. 


Polyps. Polyps of the rectum and colon are 
generally agreed to be premalignant. In seven 
of the patients with carcinoma of the colon, 
polyps were found incidentally. ‘Twelve pa- 
tients with polyps had previously had a pol- 
ypectomy. Thirty-five or 16.4 per cent of the 
patients had more than one polyp so that 
the total number of polyps in the 182 pa 
tients was 273. 


Polyps are more frequently found in men 
in the fifth and sixth decades of life. In our 
series 121 were men and 61 women. Sixty 


TABLE 5 


DISTRIBUTION OF PATIENTS WITH POLYPS 
ACCORDING TO AGE 


Age in Decades Cases 
10-19 1 
20-29 8 
30-39 18 
40-49 58 
50-59 60 
60-69 31 
70-79 6 
Total 182 
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five per cent of these 182 patients were be- 
tween 40 and 60 years of age. The distribu- 
tion of patients according to age is shown in 
table 5. 

The commonest symptom in the patients 
with polyps was bleeding, being present in 92 
patients. There was usually a small quantity 
of bright red, or maroon colored blood, or 
blood streaked mucus mixed with the stool. 
Twenty-one complained of protrusion, 13 
abdominal pain, 12 diarrhea, and 1 rectal 
pain. Polyps may cause no symptoms, as 
was true in 65 of our patients. 

Although polypoid lesions of the rectum 
can be detected by digital palpation, one 
must depend on proctoscopy for diagnosis. 
In the present series in 176 patients the di- 
agnosis was made by sigmoidoscopy; in 2 
patients the polyps were found in the trans- 
verse colon when the instrument was inserted 
through a transverse colostomy. In only 5 
patients was the diagnosis made by barium 
and air contrast studies of the colon above 
the proctoscopic level. In one the diagnosis 
was made by abdominal exploration after re- 
peated examinations revealed no abnormali- 
ties. In 36 patients in whom the diagnosis was 
made proctoscopically, in only 5 were the 
polyps confirmed roentgenographically. This 
fact stresses again the need of the combined 
uses of digital, proctoscopic and roentgeno- 
logic examinations for complete evaluation of 
the colon. 


Most polyps in this series were sessile and 
less than 0.5 cm. in diameter. Thus, 212 of 
the polyps were sessile, 57 pedunculated and 
206 less than 0.5 cm. in diameter. The dis- 
tribution according to size is shown in table 6. 

The microscopic diagnosis of the polyps in 
the present series that were biopsied are 
shown in table 7. According to Swinton and 
Doane,* 15 to 20 per cent of polyps undergo 


TABLE 6 
DISTRIBUTION OF POLYPS ACCORDING TO SIZE 

Size Cases 
cm. 

0.5 206 
1.0 $2 
15 11 
2.0 6 
3.0 3 
35 1 
4.0 2 
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TABLE 7 


DISTRIBUTION OF POLYPS ACCORDING TO 
MICROSCOPIC DIAGNOSIS 


Microscopic Diagnosis Cases 
Adenoma 

Benign 145 
With atypism 22 
Carcinoma 10 

In situ 

Grade I 

Grade II 
Grade III 
Inflammatory 48 
Benign giant follicle lymphoma 6 
Carcinoids 2 
Villous tumors 6 
Not biopsied 40 


— 


malignant changes. In our 182 patients with 
polyps, 4 had carcinoma in situ and 6 adeno- 
carcinoma. If the cases of carcinoid are added, 
the incidence of polyps in this series that were 
malignant would be 6.6 per cent. If the 22 
adenomas with atypism are added to the ma- 
lignant polyps, then 18.1 per cent of the pa- 
tients had polyps which showed malignant 
neoplastic tendencies. 

Most polyps can be removed in the office 
at the time of the initial examination. Biopsy 
and fulguration were done at the initial ex- 
amination in 140 of our patients. Twenty- 
one were treated elsewhere. The remainder 
were treated in the hospital. The types of 
procedures employed are shown in table 8. 


Of the patients treated transabdominally, 
the one with the villous tumor is worthy of 
special mention. The patient, a white woman 
55 years old, had a large vilious tumor that 
extended from the dentate line to the 10 cm. 
level and circumscribed the lower portion of 
the rectum. The rectum was resected and a 
“pull-through” procedure performed with 
preservation of the anal sphincter and anas- 
tomosis of the sigmoid to the anal skin. 


TABLE 8 
TREATMENT IN 182 PATIENTS WITH POLYPS 
Treatment Cases 
Biopsy and fulguration at initial examination 140 
Refused 21 
Anterior resection 6 


Surgical excision per rectum under anesthesia 
Transabdominal polypectomy 
Transproctoscopically under anesthesia 

Splenic flexure resection 

Right hemicolectomy 
Proctectomy—‘‘pull-through”’ 

Resection transverse and descending colectomy 
Left colectomy 
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Carcinoma. Of the 31 patients with adeno- 
carcinoma of the colon, the lesion was in the 
rectum in 16, in the sigmoid in 7, in the 
transverse colon in 3, in the ascending colon 
in 2 and in the cecum in 2. The incidence 
as to location parallels that of polyps of the 
colon. 

Carcinoids were found in 2 patients. We 
believe that these premalignant tumors can 
be classified as clinically benign or clinically 
malignant lesions.* The clinically benign tu- 
mor is 1.5 cm. or less in diameter, very dis- 
crete, and submucosal. It is yellow to grey in 
color and covered with thin intact mucosa 
that permits the vascular pattern to be seen. 
It is pseudoencapsulated and freely movable. 
Usually located in the lower part of the rec- 
tum, it can be palpated as a hard nodule that 
projects into the lumen, with no evidence of 
ulceration, induration or fixation of the le- 
sion. If the patient agrees to submit to peri- 
odic proctoscopic observation for the rest of 
his life, the clinically benign carcinoids can 
be treated by local excision, or by biopsy ex- 
cision, followed by thorough fulguration. The 
clinically malignant carcinoid is usually larger 
and shows evidence of ulceration or infiltra- 
tive induration with fixation. It should be 
treated by abdominoperineal resection, just 
as are adenocarcinomas. 


Amebiasis 


Fecal specimens were obtained in 1,707 pa- 
tients by one or more of the following meth- 
ods: saline purgation, transproctoscopically 
and normal evacuation. The positive results 
are shown in table 9. Eighty-one or 4.7 per 
cent had amebiasis. In only 5 patients with 
amebiasis was gross amebic ulceration ob- 


TABLE 9 


RESULTS OF FECAL EXAMINATIONS IN 1704 PATIENTS 


Result Cases 
Amebiasis* 81 
Necator americanus 14 
Enterobius vermicularis 6 


Ascaris lumbricoides 
Shigella flexner 

B typhosus 
Paratyphoid B 
Strongyloides stercoralis 
Salmonella 

Taenia saginata 


Now 


*Amebic ulceration of rectum on proctoscopy 
Rectal ameboma 
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TABLE 10 


INCIDENCE OF EXTRARECTAL LESIONS IN 2000 
CONSECUTIVE EXAMINATIONS 


Lesion Cases 
Endometriosis 5 
Carcinoma of cervix 2 
Fibroid and adnexal disease 8 
Blumer’s shelf 4 
Undetermined 3 


Lymph node 2 
Phlebolith 1 
Ameboma 1 
Iliopsoas abscess 1 
Presacral cyst 1 
Prostatic carcinoma 1 
Neurofibroma 1 
Total 


31 (1.6%) 


served during proctoscopy. One patient had 
a huge ameboma of the midrectum. The 
highest incidence of positive findings in single 
fecal examinations was in those collected by 
the purgation method, with those obtained 
transproctoscopically second, and those from 
the routine evacuated stool last. 


Diverticulosis 


Diverticulosis was diagnosed in 130 or 6.5 
per cent of the patients examined, of which 
27 or 1.35 per cent were diagnosed procto- 
sigmoidoscopically. In some cases the divertic- 
ula or stomas were seen as low as 8 cm. from 
the dentate line. In some cases of obstructive 
diverticulitis proctoscopy was a great adjunct 
not only in confirming the diagnosis but also 
in eliminating malignant neoplasms. 


Extrarectal Lesions 


Digital examination of the rectum is not 
complete until adjacent organs and _ spaces 
have been carefully palpated. Thirty-one 
(1.55 per cent) patients in this series had extra- 
rectal lesions. Of these, 16 (50 per cent) were 
of gynecologic origin. Four patients had a 
Blumer’s shelf (metastatic seeding in the cul- 
de-sac) from intra-abdominal malignant neo- 
plasms. The other findings are shown in 
table 10. 


Anal Incontinence 


Of the 13 patients in this series with anal 
incontinence, the condition was a complica 
tion of fistulectomy in 4, hemorrhoidectomy in 
3 and fissurectomy in 1. Three were due to 
obstetrical injuries, 1 to rectal mucosal pro 
lapse and | to senility. 


| 
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TABLE 11 Discussion 

OTHER FINDINGS IN 2000 PROCTOLOGIC 
EXAMINATIONS Digital examination, anoscopy, proctosig- 
moidoscopy, barium enema, and barium and 
Diagnosis Cases air double contrast enema are necessary for 
complete evaluation of the anus, rectum and 
Mucous colitis 48 colon. Each procedure is responsible for de- 
Spastic — 25 tection of abnormalities in a specific segment 
Melanosis coli 25 
sectal pe of the rectum and colon. Inspection reveals 
Antibiotic bowel 15 external abnormalities. Digital examination 
Coccygodynia 4 will detect abnormalities in the anal canal, 
Chronic ulcerative colitis 11 


Nonspecific proctitis 
Lymphoid hyperplasia 
Pilonidal sinus 

Comedones (anal) 

Factitial proctitis 
Condylomata accuminata 
Irritable colon 

Diagnosis undetermined 
Herpes zoster 

Proctalgia fugax 
Lymphogranuloma venereum 
Atonic colon 

Imperforate anus 

Slough following injeetion of hemorrhoids 
Fecal impaction 

Eleoma 

Procidentia 

Melanoma of rectum 
Megacolon 

Basal cell carcinoma 
Volvulus of sigmoid 
Postoperative abdominoperineal hernia 
Hydradenitis 

Rectovaginal fistula 

Verruca 

Leukoderma 

Nutritional bowel 


Anal Stenosis 


Anal stenosis is commonly thought to be 
a complication following hemorrhoidectomy. 
However, of the 30 patients in this series, in 
22 the stenosis was of nonsurgical etiology. 
In 7 of these it was due to disuse atrophy of 
the anal sphincter and associated muscles 
from daily use of laxatives or enemas over a 
period of many years. In one patient stenosis 
had developed as a result of chronic diarrhea 
following right hemicolectomy 12 years prior 
to examination. In these patients the anal 
canal was small and inelastic and there was 
no underlying anorectal disease. Chronic anal 
ulcers that were treated conservatively had 
caused the stenosis in 14 patients. In the 
remaining 8 the stenosis developed after ano- 
rectal operations. 


Table 11 tabulates the remaining findings 
in this study. 


extrarectal regions, intrarectal lesions as 
high as the 12 cm. level with special em- 
phasis on the “blind proctoscopic area” in 
the lower posterior rectum just above the 
anorectal ring. Barium enema and barium 
and air double contrast studies are neces- 
sary to reveal some colonic diseases above 
the proctoscopic level, and roentgenologists 
today are in agreement that a “blind 
area” is present in the rectum and _ recto- 
sigmoid that makes proctosigmoidoscopy man- 
datory. For practical purposes it might be 
said that digital and anoscopic examinations 
are for the lower half of the rectum and anal 
canal, proctosigmoidoscopy for the rectum and 
lower sigmoid, and barium enema for the re- 
maining colon. Under no circumstances can 
evaluation of the anus, rectum and colon 
be considered complete without performance 
of all these examinations. 


The recent widespread teaching of the di- 
agnostic importance of proctoscopy has been 
emphasized sufficiently to stimulate other 
than proctologists and gastroenterologists to 
include this procedure as a part of their arma- 
mentarium. The general practitioner cannot 
be urged too strongly to perform this exami- 
nation on all patients with gastrointestinal 
complaints. 

These examinations can be carried out with 
a minimal amount of special equipment. Al- 
though a proctologic examining table is de- 
sirable, placing the patient in the Sims or 
knee-chest position on a flat examining table 
is just as effective, especially if the examina- 
tion is for diagnostic purposes only. 

Unfortunately, we have seen patients with 
carcinoma and polyps of the rectum who were 
treated symptomatically and some were sub- 
jected to hemorrhoidectomy or injection for 
hemorrhoids without digital or proctosigmoid- 
oscopic examination. In some cases the neo- 
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plasm was readily palpable on digital exami- 
nation. 


Conclusions 


In 2,000 consecutive examinations of the 
anus, rectum and colon, in only 37 patients 
were these organs found to be normal. The 
high incidence of positive findings empha- 
sizes once again the importance of including 
inspection, digital rectal palpation, procto- 
sigmoidoscopy, barium enema, and barium 
and air double contrast studies of the colon for 
correct evaluation of the anus, rectum and 
colon. To omit one of the procedures might 
result in failure to detect a lesion in this 
region. 

The successful treatment of 140 of the 182 
patients in this series with polyps as office 
procedures at the time of discovery of the 
polyp serves to emphasize one of the greatest 
values of office proctology. 


It is believed that the statistical data re- 
ported justify the necessity for insisting that 
these examinations be done on all patients 
over 45 years old and on every patient with 
specific gastrointestinal complaints. 
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Discussion (Abstract) 


Dr, Julius E, Linn, Birmingham, Ala. This paper 
points out more clearly than ever with its statistical 
report the frequency of pathologic findings in the 
anus, rectum and colon, and the value of a thorough 
proctologic examination. When as high as 98 per cent 
of 2,000 consecutive proctologic examinations reveal 
disease it is high time that physicians stop classifying 
patients as neurotic and passing over symptoms re- 
ferred to this area without a thorough examination. 


One can find very little if anything to differ from 
or to add to this timely and excellent paper. Dr. 
Hanley has given us an excellent rule of thumb to 
diagnose, classify and treat hemorrhoids, pyogenic 
inflammatory diseases, polypi and the other proctologic 
conditions. I was favorably impressed by his remarks 
as to injection therapy of hemorrhoids, as I have 
seen too many complications and unfavorable results 
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from such therapy. As stated by him the incidence of 
cure is quite low from this procedure. If complica. 
tions do occur as slough, abscesses and allergic re- 
actions, their cure is more difficult and time cop. 
suming than the original condition. If one examines 
these patients closely enough, other associated patho. 
logic conditions usually are found to exist, such as 
cryptitis, fissure, ulcer, polypoid papillae, pectenosis 
and stenosis. Proper surgical treatment is the only 
permanent cure for these conditions. In regard to 
abscess, physicians should advise their patients after 
drainage that they may expect a fistula. These fistulas 
should be corrected during a quiescent period before 
further spread or other fistulas develop. We feel that 
on general routine procedure it is usually better to 
drain all rectal abscesses first, and do the fistulectomy 
after the acuteness has subsided. However, in an occa- 
sional selected case, when pus is noted in a crypt, 
ulcer or fissure, that is, the primary opening of the 
expected fistula that would follow external drainage, 
one stage procedure is practical as in the following 
technic;—pass a silver probe through the primary 
opening into the abscess cavity and incise down on the 
probe and excise the overhanging skin edges. This 
procedure would prevent the usual development of a 
fistula following abscess in this area. 

There are still too many physicians who treat colon 
and rectal complaints symptomatically without a 
thorough investigation. Too many patients come in 
saying that their doctor gave them suppositories when 
they reported bleeding from the rectum several months 
previous to carcinoma being found. If each physician 
would follow the suggestions given by Dr. Hanley, 
keeping in mind that the rectum is a relatively blind 
spot to the roentgen-ray, and that the combination 
of inspection, digital, proctosigmoidoscopic, double 
contrast and air study x-ray examinations are neces- 
sary for detailed study of the rectum and colon. 
These procedures conscientiously carried out will go 
a long way to help find and remove precancerous le- 
sions, and lower the high incidence of neoplasm in 
this region. 

In closing I would like to call to your attention 
the importance of histopathologic examination of all 
tissue removed. I reported a review of 1,061 patients 
on whom proctologic surgery had been performed by 
four different proctologists and 15 different general 
surgeons of the Birmingham Baptist staff in the 
Southern Medical Journal (January), 1952. In this 
group of 1,061 patients with specific conditions diag- 
nosed by routine pathologic examinations (prior 
diagnosis of malignancy excluded) there were 3 adeno- 
carcinomas (rectal mucosa), 5 squamous carcinomas 
of the anus, 3 precancerous changes and | malignant 
mesenchymal tumor in the rectovaginal septum, ! 
teratoma of the ovary in rectum, 1 lymphoma, ! 
case of tuberculous anal ulcer and 1 case of trichi- 
nosis. All of these may have gone undiagnosed and 
been improperly treated had it not been for the 
routine microscopic study of all tissue removed. 


I wish to thank the Section and Dr. Hanley for 
the privilege of discussing such an excellent paper. 
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The Mechanism and Treatment of 


Shock Associated with Infection: 
RICHARD V. EBERT, M.D.,7 Little Rock, Ark. 


Shock due to bacteremic infection must be differentiated from other types of shock, 
that due to myocardial infarction especially, because of a 


difference in management. 


THE WORD SHOCK HAS BEEN VARIOUSLY DEFINED. 
In this paper it will be used to denote a clini- 
cal syndrome manifested by weakness, apathy, 
pallor, hypotension, tachycardia, cold extrem- 
ities and suppression of the formation of 
urine. In this sense the word shock is useful 
to the clinician. It encompasses a clinical 
syndrome which is commonly encountered on 
the ward and in the accident room. Shock is 
acute failure of the circulation manifested by 
an inability to maintain normal arterial blood 
pressure and peripheral blood flow. 


Mechanism of Shock 


The basic mechanisms involved in the pro- 
duction of shock are varied. The causes of 
shock are listed in table 1. The most familiar 
type of shock is that associated with a dimin- 
ished blood volume. Loss of blood is the com- 
monest cause of a deficit in blood volume. 
Most instances of shock associated with 
trauma fall into this category. The loss of 
blood may be either external or into the tis- 
sues or body cavities. The magnitude of the 
blood volume deficit is usually 30 to 40 per 
cent of the total blood volume or 1,500 or 
2,000 cc. in an adult man. Shock associated 
with hypovolemia is also seen in extensive 
burns where there is loss of plasma into the 
burned area and in severe diarrhea where 
there is loss of water and electrolytes. 


Shock may be associated with a normal or 
relatively normal blood volume. The main- 
tenance of an adequate central venous pres- 
sure is essential for the normal function of 
the circulation. The central venous pressure 
is responsible for the filling of the right ven- 
tricle during diastole. A decrease in central 


*Read before the Section on Medicine, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., No- 
vember 14-17, 1955. 


tFrom the Department of Medicine, University of Arkansas 
M Center, Little Rock, Ark. 


venous pressure causes a diminished filling of 
the ventricle and a decline in cardiac output. 
Dilatation of the peripheral vessels may re- 
sult in pooling of blood in certain areas of 
the body with a consequent decrease in the 
volume of blood in the central portion of the 
circulation. This leads to a fall in central 
venous pressure and cardiac output in the 
presence of a normal total blood volume. The 
arterial pressure is determined by the cardiac 
output and the resistance to blood flow of- 
fered by the vascular system. The resistance 
to blood flow is largely determined by the 
degree of constriction of the arterioles. It is 
evident that the function of the circulation 
is dependent on a normal peripheral circula- 
tion. A number of agents which adversely af- 
fect the function of the peripheral circulation 
may produce the clinical picture of shock. 
These include bacterial infection, drugs, and 
metabolic disturbances. 


The heart is the moving force of the cir- 
culation. If the function of the heart is sud- 
denly and drastically restricted by myocardial 


TABLE | 
THE CAUSES OF SHOCK 


I DECREASED BLOOD VOLUME 
A. Hemorrhage and trauma 
B. Burns 
C. Severe diarrhea 
If DISTURBANCE OF FUNCTION OF THE PERIPH- 
ERAL VASCULAR SYSTEM 
A. Severe infection 
B. Transfusion of blood contaminated with bacteria 
C. Drugs and anesthetics 
Iti HYPOVOLEMIA AND ABNORMAL PERIPHERAL 
VASCULAR FUNCTION 
A. Peritonitis 
B. Addison’s disease 
C. Diabetic coma 
IV PRIMARY DISTURBANCE IN CARDIAC FUNCTION 
A. Myocardial infarction 
B. Other types of heart disease 
V PULMONARY EMBOLISM 
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infarction or hemopericardium a decline in 
cardiac output and the clinical picture of 
shock may result. Finally, a massive pulmo- 
nary embolus may obstruct the flow of blood 
through the lungs with resultant shock. 

In the handling of the patient with shock 
it is essential to identify the underlying mech- 
anism. If this is not done, treatment may 
be irrational and ineffective. In surgical prac- 
tice this is usually simple in that most in- 
stances of shock are associated with hemor- 
rhage, trauma or burns. On the medical wards 
the problem is often more difficult. Bleeding 
into the gastrointestinal tract or one of the 
body cavities, myocardial infarction, pulmo- 
nary embolism, acute adrenal insufficiency 
and excessive loss of fluid and electrolytes 
must all be considered. A common cause of 
shock is bacterial infection. It is important 
that this be recognized as prompt treatment 
is essential. 


Shock Due to Bacterial Infection 


The clinical picture of shock associated with 
bacterial infection does not differ from that 
of other types of shock except that the rectal 
temperature is elevated. The skin of the ex- 
tremities is usually cold. Hypotension is fre- 
quently severe and at times it may be impos- 
sible to elicit the blood pressure by ausculta- 
tion. 

Bacterial shock is seen most commonly in 
association with bacteremia involving the 
Gram-negative organisms. Meningococcus in- 
fection frequently produces the picture of 
shock. The Gram-negative bacilli are also 
commonly involved. In a recent report by 
Hall and Gold,! colon and paracolon bacilli, 
proteus and Aerobacter aerogenes were all 
common causes of bacterial shock. The geni- 
tourinary tract is the most frequent source of 
the bacteremia. Bacteremia with Gram-posi- 
tive organisms may also lead to shock. Prior 
to the use of antibiotics shock was commonly 
present prior to death in pneumococcus pneu- 
monia. An important cause of bacterial shock 
is contaminated blood. A number of reports 
of shock and death following the adminis- 
tration of blood contaminated with bacteria 
have been published.?3+ The bacteria are 
usually Gram-negative bacilli with a propen- 
sity for growth in the cold. Contamination of 
blood should always be suspected if shock 
develops following a blood transfusion. 
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It would appear that bacterial shock js 
produced by the action of endotoxin. By en. 
dotoxin is meant a substance or substances in 
the dead bacteria or extracts from the bacteria 
which have a deleterious effect on the organ- 
ism. Shock can be produced in experimental 
animals by the administration of an endotox. 
in. Braude® has studied the fate of endotoxin 
injected intravenously into animals. He found 
the endotoxin to be localized chiefly in the 
buffy coat of the plasma and in the liver. 

Endotoxin appears to exert its deleterious 
effect chiefly on the peripheral vascular sys- 
tem. The blood volume in most instances of 
bacterial shock is not greatly reduced and 
hemoconcentration is not ordinarily present. 
Dilatation of the peripheral vascular bed re. 
sults in a fall in central venous pressure, a 
decrease in cardiac output and a fall in ar. 
terial pressure.? The damage to the peripheral 
vascular system appears to be caused by a di- 
rect action of the endotoxin on the peripheral 
vessels rather than an effect on the central 
nervous system.§ There is no evidence to im- 
plicate the adrenal gland in the pathogenesis 
of most instances of bacterial shock. An ex- 
ception may be the Waterhouse-Friderichsen 
syndrome. Here the massive adrenal hemor- 
rhage may be associated with adrenal insuffi- 
ciency, though in some it appears too early 
to be due to this. Bacterial shock may occur 
in meningococcemia without massive adrenal 
hemorrhage and the role of adrenal insuffi- 
ciency in the total clinical picture is difficult 
to evaluate. 


Bacterial infection and hypovolemia may 
act synergistically in the production of shock. 
Experimental studies indicate that bacterial 
endotoxin renders the circulation singularly 
susceptible to minor decreases in blood vol- 
ume. Conversely prolonged hemorrhagic 
shock makes the vascular system very sensitive 
to the action of bacterial endotoxin. In shock 
associated with peritonitis, hypovolemia 
caused by loss of plasma into the peritoneal 
cavity and bacterial infection both play an 
important role. Fine® has presented impres 
sive evidence to indicate that irreversible 
hemorrhagic shock may be caused by the ef 
fect of bacterial endotoxin on the vascular 
system. 


The most important aspect of the treatment 
of bacterial shock is the prompt elimination 
of the bacteremia by the use of a suitable 
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antibiotic. Immediate treatment is essential 
as there is evidence that if sufficient bacterial 
multiplication with liberation of endotoxin 
occurs death will ensue in spite of the sub- 

uent elimination of the bacteremia. Irre- 
versible damage to the vascular system appar- 
ently occurs. This is seen in transfusion of 
blood massively contaminated with bacteria. 
Here antibiotic therapy has usually been in- 
effective. 

Transfusion of blood, plasma or dextran is 
usually relatively ineffective in bacterial shock. 
Nevertheless it is essential that any blood 
volume deficit be corrected. As mentioned 
previously a moderate decline in blood vol- 
ume will greatly increase the degree of shock. 
In general it is wise to administer from 500 
to 1,000 cc. of blood or plasma expander to 
correct any deficit in blood volume which 
may be present. Large amounts should not 
be given without a specific indication because 
of the danger of pulmonary edema. 

The vasoconstrictor drugs are useful in 
maintaining the arterial pressure. Norepi- 
nephrine appears to be the most effective 
agent for this purpose. It must be adminis- 
tered intravenously by continuous drip. The 
dosage is determined by the effect on the 
blood pressure. Care should be taken to avoid 
giving excessive amounts of fluid especially if 
the patient is oliguric or anuric. 

The use of the adrenal cortical hormones 
is controversial. There is little evidence to 
indicate that they have a dramatic influence 
on bacterial shock. It would appear to be 
wise to use them in the Waterhouse-Friderich- 
sen syndrome in view of the possibility of 
adrenal insufficiency. At times the steroids 
may have a favorable influence in other types 
of bacterial shock.1° 
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Discussion (Abstract) 


Dr. Carleton B. Chapman, Dallas, Tex. 1 should 
like to take about four minutes to amplify Dr. Ebert’s 
remarks, especially with regard to the differential diag- 
nosis of this very important shock mechanism. 


As he points out the main trouble lies in distin- 
guishing the bacteremic shock syndrome from the 
hypotensive due to acute myocardial infarction, or 
coronary occlusion. Superficially the two types of 
hypotension resemble each other quite closely. And let 
me add at the outset that the physician who relies 
solely on the ECG to make the differential diagnosis 
for him is likely to be driven to distraction. The dif- 
ferential diagnosis rests in considerable part on sound 
clinical observation. 


In the first place, myocardial infarction is usually 
accompanied by pain in the anterior chest, bacteremic 
shock by little or no pain. Painless myocardial infarc- 
tion does occur but it is rare. 


To get at the second main point in the differential 
diagnosis, we need to look briefly at the series of events 
that follow sudden destruction of a considerable por- 
tion of the left ventricular myocardium. 


The first event is a sudden decline in the amount of 
blood pumped out with each beat of the ventricle. 
Almost simultaneously the still well-integrated organ- 
ism reacts to the change by rapid peripheral vasocon- 
striction, with the result that the mean arterial blood 
pressure is often surprisingly well maintained. At the 
bedside, of course, we do not measure the mean arte- 
rial pressure,—rather we measure systolic and diastolic 
pressures. And what we often find is a lowered systolic 
pressure with a diastolic pressure that is lowered little 
if at all. Such values as 100/90 are not uncommon in 
this situation and are not consistent with any type of 
shock that involves peripheral vasomotor collapse. 
They are indications, rather, of a decrease in the out- 
put of the heart. This is not to say that some pa- 
tients with myocardial infarction do not go into true 
peripheral vasomotor collapse. If the output of the 
damaged pump sinks to an abysmally low level, pos- 
sibly owing in part to the development of a tachy- 
cardia, blood pressures similar to those seen in bac- 
teremic shock may be obtained. Most patients with 
acute myocardial infarction, however, do not develop 
peripheral vasomotor collapse; only a few show such 
a marked diminution in output of the heart that 
functional integrity can no longer be maintained. 


Another result of great consequence that is often 
seen when the damaged left ventricle suddenly de- 
creases its output is, of course, pulmonary edema. It is 
not a frequent complicating feature of bacteremic 
shock. And, in myocardial infarction it not infre- 
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Intramedullary Fixation in Fractures 
of Upper Extremity: 


W. K. WEST, M.D., Oklahoma City, Okla. 


By the use of illustrative cases, the versatility of intramedullary 


fixation of fractures is clearly shown. 


INTRAMEDULLARY FIXATION has a definite role 
in the treatment of fractures of the long 
bones. This discussion has to do with those 
of the upper extremity. Following the gen- 
eral principles of such treatment we must bear 
in mind the following points: (1) union; (2) 
length; (3) alignment; and (4) function of 
adjacent structures. The primary purpose of 
treatment is to obtain the very best end result. 
Intramedullary fixation may not only serve 
this purpose but may also reduce the time of 
hospitalization. Early motion of adjacent 
joints is usually possible. 


Since simple fractures must be exposed, the 
surgeon must be well trained and the work 
be done in a hospital with adequate equip- 
ment. 


Compound fractures can be treated in this 
manner relatively safely providing the injury 
is less than 12 hours. However, it is man- 
datory that meticulous debridement and 
lavaging with adequate amounts of sterile 
water be used. In our clinics antibiotics rou- 
tinely are used prophylactically. 

This paper is so general that most of the 
discussion will be given over to case reports. 
In this way the type of case, the particular 
treatment and the end result will be covered. 


Fracture of the Clavicle 


The clavicle is less often treated by intra- 
medullary fixation than the other long bones, 
but in this series a few of such cases will be 
presented. Some surgeons use threaded pins, 
others do not. The fracture is exposed and 
the pin drilled in retrograde following the 
medullary canal, that is through the distal 
fragment, soft tissue and skin, and then is 
drilled back into the proximal fragment after 


*Read before the Section on Orthopedic and Traumatic 
sareery, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 


reduction. The projecting pin is cut off just 
under the skin, but is allowed to be long 
enough so that it can be removed later under 
local anesthesia. A figure-of-eight stockinet 
bandage is used to hold the shoulders as 
temporary external support. 


Case 1. A 20 year old girl sustained a comminuted 
fracture of the middle third of the right clavicle. 
She was treated by immediate reduction and fixation 
with Kirschner wire after the fracture was exposed. 
The result was not satisfactory for two reasons. First, 
the wire used was too flexible, and secondly, the 
patient insisted on removal of the wire too early. 
As a result the reduction did not hold perfectly as 
had been expected. 


Case 2. A woman, 70 years of age, suffered a 
transverse fracture of the middle third of the left 
clavicle. She was treated by the use of a Granberry 
pin (this is the size used as a guide pin in intro- 
ducing Smith-Petersen nails). The result in this case 
was perfect. She had no pain, and was able to leave 
the hospital early. She was free to use the shoulder 
and arm normally from the very beginning. This 
is very important in the aged patient. 

Case 3. A 25 year old man had a comminuted 
fracture of the middle third of the right clavicle. 
The Granberry pin was used in the same manner 
as in the previous case, but a serious difficulty de- 
veloped during operation due to the rupture of a 
branch of the subclavian artery. As a result the 
mechanical restoration of the loose fragments was 
not possible, since we thought it best to close the 
incision as soon as the hemorrhage had been con- 
trolled. 

Case 4. A man, 50 years of age, an oil field 
worker, sustained a fracture of the middle third of 
the clavicle, and also had compression fractures of 
the second and third lumbar vertebrae. Initially 
he had a concussion of the brain. After 72 hours he 
was taken to surgery, and the fracture was reduced 
and fixed with the intramedullary pin. This result 
was excellent, which was especially important because 
of the other injuries. It relieved him of pain and 
he began to have early function of the shoulder and 
arm. 


Comment. In my opinion there is little 
danger of nonunion resulting from fractures 
of the clavicle treated in this manner. How- 
ever, union may be slow and the pin should 
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not be removed until sufficient callus forma- 
tion is evident by x-ray examination. 


Fractures of the Humerus 


Fractures of the shaft of the humerus can 
best be treated by the hanging cast. How- 
ever, there are some that do not respond to 
this method of treatment: the first is the 
pathologic fracture due to a metastatic lesion; 
the second is the one in which the patient 
does not cooperate; and the third is the 
one in which more accurate reduction is 
necessary. For this purpose a Rush nail from 
above, or two Rush nails from below may 
be used. 


Nonunion is a possibility and should be 
considered with other aspects of the prob- 
lem. Therefore, it might be thought best to 
use bone grafts at the initial operation. 


Case 1. A man, 70 years of age, had metastatic 
malignancy of the right humerus with a resultant 
pathologic fracture. Intramedullary fixation with Rush 
nail resulted in stability, protection and relief of 
pain. Three months later the patient died, but he 
had relief and the nursing care was much less ar- 
duous during the remaining weeks of life. 


Case 2. A 40 year old, railway conductor, weigh- 
ing 245 pounds, sustained a transverse fracture of 
the middle third of the right humerus in an auto- 
mobile collision. He was taken to surgery imme- 
diately. The fracture was exposed and a Rush nail 
was used as a means of fixation. The x-ray examina- 
tion on the table showed an excellent reduction. 
External support consisted of long plaster splints 
crossing over the top of the shoulder and maintained 
with stockinet bandage. After 6 weeks the external 
support was removed, the arm was found to be in 
very satisfactory condition and he was allowed to 
carry the arm in a sling for 6 additional weeks. The 
x-ray film showed beginning callus up until the time 
of the twelfth week at which time it remained 
minimal. At twelve months later the humerus has 
not united; however, the pin is holding well and 
the man has been working for several months. This 
may represent delayed union, but at this late date 
this nonunion must be considered. 

Case 3. A 30 year old, full-blooded Indian, patient 
in the Veterans Hospital, sustained a fracture of the 
shaft at the junction of the middle and upper thirds. 
A hanging cast was applied. He was very uncoopera- 
tive, was an alcoholic, and refused to stay in the 
hospital. After 3 weeks the reduction was found 
to be unsatisfactory. An intramedullary Rush type 
nail was used and the result is excellent. 


Fractures of the Forearm 


Fractures of the forearm can be maintained 
with intramedullary fixation satisfactorily, 
but there is also danger of nonunion in 
fractures of the midportion of the shaft. 
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The most suitable cases are transverse frac. 
tures in the midportion, or segmental frac. 
tures in which there is more than one 
fracture. 


In the upper ulna intramedullary fixa. 
tion has been done wherever in my opinion 
a screw or even wire would be more suitable 
because of the local fixation being more 
definite. A very common location for frac. 
ture of the upper ulna is the junction of the 
middle and upper thirds, and one of the 
problems is the angulation of the bone which 
cannot be corrected and maintained by ex. 
ternal fixation alone. 

Case I. A 30 year old man had a comminuted 
fracture of the middle third of the right radius and 
a segmental fracture of left ulna. With open ex- 
posure of the fracture areas, intramedullary pins 
were used the full length of the forearm. The frac. 
tures healed perfectly and the result is considered 
excellent. 

Case 2. A railroad workman, aged 50 years, fell 
from a boxcar receiving a compound fracture of the 
upper humerus with dislocation of head of radius. 
Within 3 hours an open reduction was carried out. 
The fracture was comminuted beginning two inches 
from the olecranon tip and extending downward. 
An intramedullary pin was used for fixation which 
maintained the fracture in perfect position. There 
were no complications and union was solid within 
12 weeks. After removal of the pin he returned to 
light work. He now has motion of extension, 150 
degrees, and flexion of 40 degrees, and rotation 
of 50 per cent. He has returned to his regular work 
as a switchman. 


Case 3. A 6 year old child sustained a fracture 
through the neck of the radius. It was impossible to 
maintain a satisfactory reduction of the head. (Since 
the epiphysis provides future bone growth the head 
should not be removed as is the custom in similar 
fractures in adults. We know that the radius will be 
short if the epiphysis is not functioning; the shorten- 
ing results in a faulty wrist, and may even be of 
sufficient severity to cause disfigurement.) In order 
to preserve the head and maintain the proper posi- 
tion a Kirschner wire may be drilled through the 
lateral condyle of the humerus penetrating the head, 
and extending into the medullary canal of the radius. 
That was done in this case. At the end of 4 weeks 
the wire was removed under local anesthesia; the 
result was excellent. 


Fractures of the Metacarpals 


Fractures of the metacarpals are very favor- 
able to intramedullary fixation providing the 
fracture is in the middle third of the shaft 
and it is not too badly comminuted, or if 
the fracture is not of the long spiral type. 
Fracture of the neck of the metacarpal can 
well be treated by a single screw if the line 
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is oblique. In this way the motion can be 
started almost immediately. 


Case 1. A man, aged 25 years, sustained a simple 
fracture of second, third and fourth metacarpal bones 
at mid-shaft. He was taken immediately to surgery 
and intramedullary Kirschner wires used for fixation 
in the second and fourth metacarpals. The third 
was not out of position. Motion of the fingers started 
immediately. Within 6 weeks the wires were removed 
and the man returned to limited duty. The result 
was considered excellent. 

Case 2. An airplane pilot, aged 30, crashed, suf- 
fering compound fractures of second, third, fourth 
and fifth metacarpal bones. He was taken to surgery 
immediately and intramedullary wires were intro- 
duced in the second, third and fourth metacarpals. 
The fifth remained in satisfactory position without 
fixation. After 12 weeks the wires were removed 
and function of the hand was most satisfactory, 
there being only slight limitation of complete closure 
of his fist. 


Fractures of Carpals 


Fractures of the finger can be reduced and 
held very satisfactorily with a small Kirschner 
wire. This treatment is more valuable if it 
is an old neglected fracture with deformity. 


Summary 


Intramedullary fixation of fractures is a 
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valuable adjunct in the present day treat- 
ment of fractures. The ideal case is one in 
which a straight line transverse fracture oc- 
curs in the middle third of the bone. How- 
ever, other variations from this type can be 
treated well by the method. A most impor- 
tant advantage is the accurate reduction and 
maintenance of satisfactory position. One of 
the real dangers is the possibility of non- 
union. Compound fractures can be treated 
safely by intramedullary fixation providing 
the injury is not more than 12 hours old. 

Local fixation has one great advantage 
over continued traction, namely, the reduc- 
tion in hospital days. The surgeon should 
be well trained and the hospital should by 
all means have the necessary equipment to 
do this type of work. 


It is customary to use some form of ex- 
ternal fixation when intramedullary pins are 
used, at least until the sutures are removed. 
Molded plaster splints may be the most satis- 
factory since they furnish adequate protec- 
tion and the operative incision can be in- 
spected without difficulty. 


Aretaeus on Paralysis 


“ 


. . . Wherefore, the parts are sometimes paralyzed singly, as one eyebrow, or a 


finger, or still larger a hand, or a leg; and sometimes more together; and sometimes 
the right or the left only, or each by itself, or all together either entirely or in a less 
degree; and the parts only which are distant, homonymous and in pairs—the eyes, 
hands and legs; and also the parts which cohere, as the nose on one side, the tongue 
to the middle line of separation, and the one tonsil, the isthmus faucium, and the 
parts concerned in deglutition to one half. I fancy also, that sometimes the stomach, 
the bladder, and the rectum, as far as its extremity, suffer in like manner. But the 
internal parts when in a paralytic state, are concealed from the sight. . . . 

“If, therefore, the commencement of the affection be below the head, such as the 
membrane of the spinal marrow, the parts which are homonymous and connected with 
it are paralyzed; the right on the right side and the left on the left side. The cause 
of this is the interchange in the origins of the nerves; for they do not pass along the 
same side, the right on the right side, until their terminations; but each of them 
passes over to the other side from that of its origin, decussating each other in the form 
of the letter X.” 

—From On The Causes and Symptoms of Chronic Diseases, (cir. 200 A.D.) Book 1, 

Chapter VII, translated from the Greek by Francis Adams for the Sydenham 
Society. 
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The Neurological Examination: 
J. GARBER GALBRAITH, M.D.,7 Birmingham, Ala. 


The author most ably emphasizes the need of an adequate history and neurological 
examination, following which, and only then, special laboratory technics may be 
called upon to cast further light upon a problem at hand. 


AS MODERN MEDICINE has become progressively 
specialized, the traditional methods of clinical 
neurology have taken a back seat. There has 
developed an increasing acceptance of, and 
dependence upon special laboratory proce- 
dures. The layman no less than the physician 
has exemplified this trend. Having gained a 
superficial knowledge of laboratory aids he 
is inclined to accept these as infallible diag- 
nostic guides. Relatives are often more con- 
cerned about the outcome of an x-ray exami- 
nation than the clinical evaluation of the 
patient with a brain injury. The result of 
one electroencephalographic tracing is often 
given more consideration and is frequently 
accepted more readily than the neurologist’s 
evaluation of the patient with a convulsive 
disorder. However, the public is not entirely 
to blame for this attitude. The medical pro- 
fession must accept much responsibility in 
this regard, firstly, because we are often guilty 
of the very faults indicated above, and sec- 
ondly, because the profession often exces- 
sively extols the virtues of its highly technical 
laboratory aids in the lay press. 

Closer self-inspection will reveal other 
glaring defects in our approach. How often 
is history taking delegated to a secretary or 
aide who cannot possibly gain all the valu- 
able information available to the skilled 
clinician during this first interview? As likely 
as not, the patient is then shunted to the 
laboratory for a battery of tests and ulti- 
mately he arrives at the doctor’s desk along 
with his folder. If the ensuing neurological 
examination is somewhat perfunctory, it is 
little wonder that the patient places small 
value on it in relation to various laboratory 
studies. His distorted evaluation of this process 
is often reflected in his willingness to pay a 
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larger fee for the adjunctive laboratory studies 
than for the clinical examination. 

That we often encounter this disordered 
sense of values in both the medical profes. 
sion and in the laity is obvious. It is just 
as apparent that a correction of this attitude 
can only be achieved by demonstration of 
a better method. Therefore we must utilize 
in our practice the fundamental clinical 
methods of neurology; indeed, in no branch 
of medicine is the reward for this methodology 
more evident and gratifying than in nev- 
rology. 

A working knowledge of neuro-anatomy 
and neurophysiology, along with the ability 
to do a competent neurological examination, 
equips one to gather and evaluate the data 
on which at least a tentative, and often a 
precise diagnosis can be established. These 
data are obtained in the course of a careful 
history taking and methodical neurological 
examination. When these are done by the 
skilled neurologist much is gleaned in the 
way of intangibles which, if isolated, would 
be of no concrete value, but which collec 
tively may color significantly the manner in 
which he interprets his findings. The clinical 
value of such factors does not lend itself to 
comparison with laboratory methods by any 
common yardstick. Following such a basic 
clinical evaluation, the clinician should then 
sit down and indicate to the patient or his 
relatives the diagnostic impression. Subse- 
quently he may advise appropriate laboratory 
studies to confirm and further elucidate the 
disease process. The proper course of treat- 
ment will then usually be self-evident to the 
clinician. Rigorous adherence to this logical 
method by neurologists and indeed by phy: 
sicians generally, would soon lead the lay- 
man to a better appreciation of the impor 
tance of clinical judgment on the part of 
the physician and a more acute realization 
of the true value of his considered opinion. 


. 
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When examination discloses functional 
types of motor or sensory disorders, one has 
positive evidence for an impression of hys- 
teria. Diagnosis of an organic condition, and 
additional ancillary studies in such a case, 
only add to the confusion. Needless to say, 
the diagnosis of a functional disorder should 
be made on the basis of positive findings, 
as well as on the absence of any objective 
findings of organic significance. Thus one 
will properly recognize the patient with a 
purely functional disturbance, and at the 
same time be able to perceive the presence 
of an underlying organic disturbance with 
an overlay or background pattern of func- 
tional disorder. Evaluation of the patient as 
an integrated unit along with detailed neu- 
rological examination constitute the only 
reliable basis for such differential diagnosis! 
There is no laboratory method by which one 
can arrive at this decision or by-pass any 
step in the above outlined process of reason- 
ing! Many highly developed laboratory pro- 
cedures are now available to aid in neuro- 
logical diagnosis and have proved themselves 
invaluable in actual practice. However, each 
procedure has definite limitations from both 
the positive and negative standpoint. Each 
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fills its role most effectively when interpreted 
by the physician in the light of the clinical 
findings in the individual case. There is a 
disturbing tendency on the part of students 
and internes to subject patients to a series 
of special procedures such as x-ray examina- 
tions, electroencephalography, spinal tap, and 
even angiography or air study before the 
history and physical findings have been prop- 
erly evaluated. Isolated laboratory data are 
then likely to be accorded more significance 
than clinical findings, to the detriment of 
the patient. 

One may feel secure in the knowledge that 
the objective findings on meticulous neuro- 
logical examination when correlated with a 
chronologically accurate history will yield un- 
failingly valid information of diagnostic value. 
Additional data of confirmatory value may 
then be obtained from appropriate labora- 
tory procedures with proper clinical interpre- 
tation. Thus all pertinent facts are assimilated 
and evaluated by the clinician to make the 
most accurate neurological diagnosis in the 
greatest possible percentage of cases. This 
should be his goal, and with this method 
he will never go far astray! 
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Acute Renal Failure Following 
Translumbar Aortography: 


OWEN C. BERG, M.D., Wichita Falls, Tex. 


This is a case report of lower nephron disease following 
aortography in a patient having congenital absence of one kidney. 


THE PLACE OF TRANSLUMBAR AORTOGRAPHY aS 
a diagnostic tool employed by the radiologist, 
urologist, and general surgeon to evaluate cer- 
tain intra-abdominal diseases associated with 
vascular changes would seem to be well es- 
tablished. The indications for the use of this 
technic as an adjunct to the usual diagnostic 
procedures have been defined. Experience 
has shown that certain complications may fol- 
low the use of translumbar aortography and 
has suggested certain preventative measures 
to minimize these complications. 


Mesenteric thrombosis and iodism have 
been reported following the injection of con- 
centrated solution of sodium iodide into the 
abdominal aorta, but these complications 
have not been found to accompany the use 
of organic iodine preparations. The danger 
of the injection into a vascular bed of a large 
quantity of concentrated and irritating or- 
ganic material has been considered. However, 
the possibility of damage to the renal par- 
enchyma following this technic has not pre- 
viously received any real consideration in the 
medical literature. 


Barnes and associates! reported a case of 
oliguria following translumbar aortography in 
which Iodopyracet 70 per cent solution was 
the agent used. The patient made a satisfac- 
tory recovery following conservative manage- 
ment of a period of moderate oliguria. Hin- 
man? makes the statement that renal damage 
can occur and has reported 8 such cases in 
which 70 per cent Iodopyracet was used—four 
of these patients had oliguria and azotemia 
with eventual recovery, and 4 suffered severe 
prolonged unilateral damage. Josselson and 
Kaplan® reported one death occurring on the 
thirty-eighth day of renal failure following the 


*Read before the Section on Urology, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., 


November 14-17, 1955. 


use of 75 per cent solution of Neo-iopax. Ina 
discussion of the above cases the authors have 
listed a number of possible causes of acute 
renal damage following translumbar aortog- 
raphy. The possibility of too large a mass of 
contrast medium being employed has been 
suggested. One author believed that the very 
rapid injection of media by mechanical injec. 
tion machines increased the possibility of 
renal damage. It has been thought that the 
specific radiopaque medium employed might 
be implicated, but a review of the above cases 
discloses that use of all the organic prepara- 
tions has been followed by cases of renal dam- 
age. The employment of any diagnostic tech- 
nic which exposes the patient to the risk of 
serious disability, or even death, demands 
careful observation of all possible complica- 
tions and a study of the means to prevent 
these complications. 


The following case is presented to empha- 
size again that renal damage can occur fol- 
lowing translumbar aortography and to sug- 
gest that careful observation of optimal anes- 
thetic and surgical technic is imperative. 


Case Report 


D. C., a 20 year old white woman, had been seen be- 
cause of urinary infection which had recurred inter- 
mittently since the age of 6 years. She had also been 
having a watery vaginal discharge for several months; 
there had been nocturnal enuresis for over 4 years. 

The family history was not revealing and the pa- 
tient’s past history was not significant. 

Physical examination disclosed a very obese (180 
pound) young woman who appeared to be in excel- 
lent general health. Blood pressure was 120/74, pulse 
90, zespiratory rate 18, and temperature 99° F. Vulvo- 
vaginitis due to Trichomonas vaginalis was found. 

Laboratory Findings. Routine blood study showed 
a red count of 4,400,000 and a white count of 9,700. 
A catheterized urine was yellow, cloudy, with a pH of 
5.5, specific gravity of 1.022, albumin 60 mg. per 10 
cc., no sugar, and microscopic findings of 30 t 
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40 wbc and 4 to 5 rbc. There were gram-negative 
bacilli resembling E. coli. The blood urea nitrogen was 
13.0 mg. per 100 cc. 

An excretory urogram was made using 25 cc. of 70 
per cent Urokon Sodium. No reaction occurred. In 
the plain film a large kidney was visualized on the 
right side and there was a suggestion of a left renal 
mass. In all subsequent films there continued to be 
suggestive evidence of a soft tissue mass occupying the 
left renal area. In films made following the injection 
of contrast media the presence of duplication of the 
right renal pelvis and ureter was apparent. On the left 
side, even though delayed films were made as late as 
3 hours, no filling of a renal pelvis was ever seen. 

Cystoscopy disclosed an abnormal appearing trigone. 
Two ureteral orifices were noted in the right side of 
the trigone, and on retrograde pyelography these two 
orifices were found to drain the two parts of the 
double right kidney. The left side of the trigone pre- 
sented a rounded appearance with lack of clear defini- 
tion of the usual boundaries of the trigone. No ure- 
teral orifice could be found. Even the use of indigo 
carmine failed to disclose any evidence of a left ure- 
teral orifice. 

The patient was admitted to the hospital for a 
diagnostic translumbar aortogram to ascertain whether 
there was a left kidney. (At the present time, in light 
of recent statements by Doss* that translumbar aortog- 
raphy has no place in the diagnosis of renal agenesis 
this procedure would not have been done. He has 
shown that even in the absence of evidence of a renal 
artery surgical exploration may reveal a damaged and 
infected kidney.) The patient was placed on the table 
in the recumbent position and anesthetized with Pen- 
tothal Sodium. An airway was inserted and the pa- 
tient was rolled over into the prone position. Some 
difficulty was encountered during this phase of anes- 
thetic induction and the period of induction required 
almost thirty minutes. Intubation was not accom- 
plished until the end of this thirty minute interval. 
The patient’s blood pressure was noted initially as 
100/56. Forty-five cubic centimeters of Urokon Sodium 
(70 per cent) solution were injected rapidly by hand 
syringe and x-rays were made of the abdomen in the 
postero-anterior projection. It was discovered after 
completion of the procedure that the anesthetist had 
failed to report a drop in blood pressure immediately 
preceding the injection to 72/50. 


Inspection of the x-ray films disclosed excellent de- 
lineation of the abdominal aorta and its tributaries. 
Two large renal arteries were noted on the right side 
and no renal artery could be found on the left side. 
In the 5 minute post-injection film the presence of a 
dense right nephrogram and a dense splenogram was 
apparent. The appearance of the right renal mass 
persisted in films made as late as 5 hours. Four hours 
after the injection a cholecystogram was noted as well 
as the presence of well delineated loops of small in- 
testine with increased density. At no time was any 
filling of the renal pelves, ureter, or bladder seen. It 
seemed apparent that the patient had suffered damage 
to the kidney with contrast media not going beyond 
the renal tubules. A large portion of the Urokon 
Sodium seemed to be excreted by the liver and by the 
intestines. 
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Following the patient’s return to her room she re- 
acted from the anesthetic and complained of severe 
pain in the upper lumbar region and the entire ab- 
domen. She was nauseated and vomited. During the 
next 24 hours the patient excreted only 380 cc. of 
urine, and during the next 7 days the patient con- 
tinued to have severe oliguria, excreting less than 200 
cc. of urine daily. She was treated conservatively with 
restriction of fluid and electrolyte intake and the ad- 
ministration of sugar and other carbohydrates by 
mouth. Although the blood urea nitrogen on the 
seventh day was reported as 188 mg. per cent the 
total base, chlorides, and bicarbonate remained almost 
within normal limits. 

She lost approximately one-half pound weight per 
day and remained mentally alert. At no time was 
there evidence of cardiac decompensation. Electro- 
cardiographic studies made daily disclosed no evidence 
of hyperkaliemia. 

On the eighth postoperative day the patient ex- 
creted 900 cc. of urine. The amount of urine excreted 
increased each day until on the fourteenth day when 
she excreted over 5000 cc. of a very dilute urine. This 
tremendous diuresis continued for almost 4 months. 
During this interval additional quantities of salt and 
water were given the patient. On the twenty-fourth 
day the blood urea nitrogen was found to be normal. 

Following the period of diuresis, renal function 
studies disclosed no evidence of any remaining renal 
damage which could be detected by ordinary clinical 
means. The patient was able to excrete a concen- 
trated urine. The blood urea nitrogen was 14 mg. per 
cent and the excretion of P.S.P. was normal. The pa- 
tient has since married and conceived and is apparent- 
ly in good general health. : 


Comment 


The possibility of renal damage following 
translumbar aortography with any of the con- 
trast media currently being employed (lodo- 
pyracet, Neo-iopax, and Urokon Sodium) must 
always be kept in mind. Hinman has shown 
that permanent damage can occur. The pres- 
ent case demonstrates that reversible acute 
renal failure does occur. The circumstances 
leading to this complication are not readily 
apparent, but it would seem that the use of 
a large amount of concentrated media may be 
a factor as suggested by Hinman. In the pres- 
ent case the possibility of a highly toxic ma- 
terial causing damage to a kidney made ische- 
mic during a period of hypotension would 
seem to be the logical explanation. This pos- 
sibility suggests that the injection of contrast 
media into the abdominal aorta during a pe- 
riod of hypotension is contraindicated. 


Summary 


1. Renal damage as a complication of trans- 
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lumbar aortography has been reported in the 
medical literature. 


2. A case in which such damage occurred 
following the use of Urokon Sodium as the 
reagent is reported. 


3. Hypotension with possible renal ischemia 
is suggested as the precipitating mechanism by 
which acute renal failure was produced in the 
above case. 
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Discussion (Abstract) 


Dr. Charlton P. Armstrong, Greenville, S. C. This 
is a most undesirable complication of an excellent 
diagnostic procedure as has been shown by Dr. Berg. 
A good opportunity for a localized concentration of 
contrast media is offered in a patient such as this with 
a solitary kidney. 


In our series of aortograms we have experienced no 
cases of prolonged urinary suppression. For injec- 
tion, we utilize approximately 12 cc. of 50 per cent 
Hypaque, or 70 per cent Urokon, injected through a 
17 gauge, 7 inch, needle. This is preceded by the 
injection of 2 or 3 cc. of the contrast media with sub- 
sequent x-rays being made to determine proper posi- 
tion of the tip of the needle. If, after injection of the 
test dose, there is no evidence of arterial disease and 
if the needle tip is positioned properly, the remaining 
12 cc. is injected rapidly through a Luer-lok syringe. 
Sodium Pentothal anesthesia has been utilized routine- 
ly without ill effects with preliminary routine pre- 
operative medication, plus Benadryl, 30 minutes prior 
to the procedure. 


Almost every case of reported lower nephron neph- 
rosis following translumbar aortography has been seen 
in patients with vascular disease or anomaly, in 
instances where large quantities of concentrated con- 
trast media were injected rapidly under high pressures, 
or the hypothetical situation where the patient may 
manifest a sensitivity to iodine by renal shut-down. I 
believe that it is the concensus of opinion now that 
renal or hepatic insufficiency produces a very definite 
contraindication to aortography. There must be a 
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sufficient number of normal nephrons to absorb this 
sudden perfusion of highly irritating media. 


There has been no basis for fact in the fear of 
extravasation of blood with rupture of the aortic 
sheath by the injecting needle. It is true that rather 
severe postoperative pain is sometimes produced. Ac. 
tually, the factor of sensitivity of the patient to the 
contrast media should be ruled out prior to doing the 
aortogram. In almost every such procedure a pre. 
liminary excretory urogram has already been done. 
Miller, Wiley and Hinman contributed richly to the 
literature and to this procedure in their most careful 
study of a large number of aortograms in 1954. Their 
instance of kidney damage following translumbar 
aortography was almost 3 per cent. They described 
kidney trauma as being direct and indirect. The group 
characterized as indirect produced bilateral renal dam- 
age and seemed to be largely due to drug toxicity. 
They utilized large amounts of highly concentrated 
Diodrast which was injected under a pressure of 70 
pounds per square inch. In more than one case, the 
media was injected directly into the right renal artery. 
Temporary damage to the function of the right ki 
was present on the average of 4 months after the actual 
lower nephron syndrome. Eventually, normal function 
and structure of the right kidney was obtained. We 
have met this complication, but with a smaller amount 
of contrast media being injected. 


It is undoubtedly true that pressure and volume are 
the big factors as related to injection of contrast media, 
thereby forcing the media out of the small capillaries 
rather rapidly with immediate tissue irritation. In a 
typical lower nephron reaction there may be general- 
ized symptoms and sometimes a tremendous rise in 
blood pressure which is short lived and is followed 
by a marked hypotension. This is somewhat dif- 
ficult to improve. I would venture to say that in every 
case in which aortograms are employed, there is a 
varying and transient rise in blood N.P.N. levels. Inci- 
dentally one case in the group of Miller, Wiley and 
Hinman showed a rather marked skin eruption of the 
face. 


There are several aids in the prevention of kidney 
damage while performing aortograms. It is imperative 
that the needle tip be angulated sharply upward when 
it enters the aorta. Direct aortal injection of | per 
cent procaine to avoid vasospasm has been utilized 
quite successfully. 

I have enjoyed hearing Dr. Berg’s excellent paper, 
and I want to take this opportunity to thank you, 
who are responsible for allowing me to participate in 
this most timely discussion. 


Dr. R. L. Sanders, Memphis, during his presidential address before the annual 
meeting of the Association in Houston stated that “The enlarged sphere of medical 
service has placed us (physicians) in a more conspicuous position than ever before; 
thus it is more necessary than ever before that our lives exemplify the humanitarian 


virtues as well as personal integrity and scientific fitness. 


With this triumverate of 


values as the standard of every member of the profession, the problems of (medical) 
public relations would cease to exist.” 
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Office P hysical Ther apy: What it cannot do* 


ARTHUR M. PRUCE, M.D., Atlanta, Ga. 


Only following adequate examination, including that by x-ray, should physiotherapy be begun. 
The treatment must be individualized, and the end point be carefully ascertained 


for the rehabilitation of the patient. 


PHYSICAL MEDICINE IS CONCERNED with the 
diagnosis, treatment and rehabilitation of pa- 
tients with certain neuromuscular and mus- 
culoskeletal disabilities. 


As a physiatrist, I am often faced with a 
disgruntled, unhappy patient who was hurt 
on the job, and who received immediate med- 
ical care followed by protracted office physical 
therapy. 

The therapy was prescribed for relief of 
pain, stiffness and weakness. Physical therapy 
was either by treatment with diathermy or 
heat lamp lasting 20 to 30 minutes and given 
three times weekly for three to four weeks. 
The patient complains that he still has pain, 
stiffness and weakness, and cannot work. Since 
office physical therapy is so widely used in 
the management of post-traumatic disability, 
an examination of these common procedures 
is in order. 


In attempting to evaluate the use made of 
office physical therapy by the average physi- 
cian who treats industrial disability, 100 clin- 
ical records were reviewed. These patients all 
had residue of musculoskeletal trauma and 
had received physical therapy elsewhere. 
Sources of referral were either the private 
physician or the insurance carrier. 


In these 100 cases, therapy had been un- 
successful and invalidism had been prolonged 
due to either one or a combination of the fol- 
lowing omissions: (1) incomplete or faulty 
diagnosis; (2) inadequate therapy, and (3) 
premature termination of treatment. 

Perhaps the most important of these three 
is the faulty diagnosis. While symptomatic 
treatment may offer relief, specific therapy 
based on a sound diagnosis offers the hope of 
maximum rehabilitation and possible cure. 
The diagnostic deficit in this group was either 


*Read before the Section on Industrial Medicine and Sur- 
gery, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 


due to an inadequate neurologic examination, 
failure to evaluate muscle strength or over- 
looking the emotional status of the accident 
prone patient. 

In any injury to the back or extremities, 
minimum neurologic examination requires 
that reflexes be checked and a careful exam- 
ination be made for sensory or motor impair- 
ment. Frequently overlooked is the conver- 
sion reaction as manifested by hemi-anesthesia 
or glove-stocking anesthesia. Diagnosis of the 
conversion syndrome will often clarify a con- 
fusing problem. The fact that the conversion 
reaction is frequently superimposed on an or- 
ganic disability must always be considered. 
Bizarre gait, hysterical foot-drop, and an at- 
titude of rigidity in traumatized hands are 
the most common hysterical phenomena over- 
looked. 

An initial test of muscle strength should in- 
clude not only the evaluation of the involved 
segment but the entire extremity. This will 
serve as a base line from which progress can 
be determined by subsequent repeated testing. 
Such testing serves as the best guide to re- 
covery of muscle strength. Furthermore the 
muscle analysis will often help to differentiate 
between organic and functional disorders. 
Valuable are certain mechanical devices that 
measure muscle strength, muscle volume, and 
the range of motion. The compression mano- 
meter is a practical device that gauges the 
strength of the handgrip. A tape measure at 
a predetermined point on both extremities 
will determine the degree of muscular wast- 
ing, and will provide quantitative evidence of 
muscular hypertrophy in the affected extrem- 
ity. A goniometer will accurately determine 
the range of joint motion. 

The relationship of anger or rage to “acci- 
dent proneness” has been pointed out by the 
psychiatrists, and the persistence of symptoms 
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may be due to deep seated chronic emotional 
stress. An eruption of this emotional volcano 
may “trigger” the so-called accident. It would 
be invaluable if the patient’s emotional state 
could be determined as soon after injury as is 
reasonable; if possible, even as the injury is 
being attended to. This will permit the pa- 
tient to rid himself of unresolved tensions 
such as rage, fear and guilt. By “letting off 
steam,” at the moment when the patient is 
most accessible, we may cut down on the 
emotional overlay that needlessly prolongs 
the symptoms that plague our patients. 

Once the diagnosis is established, an ade- 
quate program of treatment including physical 
therapy can be prescribed. In earlier years 
physical therapy meant heat treatment to the 
great number of physicians who treated mus- 
culoskeletal disabilities. 

What can heat do? It can increase the cir- 
culation, produce muscular relaxation, and 
improve the nutritional status of tissue. The 
sum total of the physiologic changes will help 
control pain and stiffness. But it will not 
maintain or restore motion, nor prevent con- 
tractures, or develop muscular power. 

In order to prevent contractures or main- 
tain and develop muscular strength, heat 
therapy must be supplemented by individual- 
ly prescribed massage and therapeutically ra- 
tional exercise. 


If heat therapy is considered valuable, 20 
minutes of it three times a week is inadequate. 
It is often preferable that intensive heat ther- 
apy be carried out at home rather than sub- 
jecting the patient to the stress of travel to and 
from the office. Back muscles in protective 
spasm subjected to office diathermy may re- 
spond with relaxation. As the patient gets up 
an exacerbation of pain may be brought on by 
nullifying this protective spasm. 

The use of portable electrical muscle stimu- 
lators is a fairly common procedure in the 
management of residual motor disability. The 
sinusoidal currents are strong enough to mo- 
bilize muscle groups, and the contractions se- 
cured are practically free of pain. However, 
this is only a substitute for efficient manual 
massage and therapeutic exercise. Electrical 
stimulation is useful as a supplement for ac- 
tive assistive exercise and in muscle re- 
education. 


The prescribing of so-called “routines” of 
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exercise for various types of disability is not to 
be condoned. Handing a patient a printed 
form with an outline of exercise is inexcusa- 
ble. The only adequate prescription for exer- 
cise is one based upon the specific findings as 
regards muscle strengths, tightness, and con- 
tractures. Therapeutic exercise based on a 
sound diagnosis and a planned program of 
therapy will in the great majority of cases, in- 
crease muscular strength and improve the 
range of joint motion. 


Although crutches, canes and arm slings are 
commonly prescribed in the management of 
musculoskeletal disabilities for the ambulant 
patient, they are no substitute for adequate 
immobilization or bedrest. If crutches and 
canes are prescribed, they must be properly 
measured and fitted. Arm slings immobilize 
the entire upper extremity and in some in- 
stances the shoulder joint may be “frozen” in 
adduction and internal rotation. When arm 
slings are used the shoulder joint must be 
carried through maximum ranges of flexion, 
abduction and external rotation in spite of 
discomfort several times daily. 

The end point in physical therapy is that 
point at which the patient has received the 
maximum benefit from adequate therapy. 
Ideally, treatment should be terminated when 
the patient is free of pain, when the functional 
range of joint motion has been restored, and 
when sufficient muscular strength has been 
gained for return to his full time employ- 
ment. This is the end point in treatment. 
No single physical therapeutic measure will 
yield this. The triad of heat, massage, and 
exercise should be individually prescribed fol- 
lowing an adequate examination. This should 
include: (1) evaluation of muscle strength; 
(2) determination of the range of joint mo- 
tion; (3) neurologic examination with a care- 
ful search for conversion symptoms. 


Summary 


The patient, the employer, the insurance 
carrier, and the physician are interested in 
three things: (1) prompt treatment; (2) rapid 
cure; and (3) getting the patient back on the 
job full time. Physical therapy is the most 
common office procedure used in treating 
musculoskeletal problems. Common errors 


that lead to poor therapeutic results are: (I) 
diagnostic; (2) therapeutic; (3) misjudging 
the end point of physical treatment. Use and 
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misuse of common procedures in physical 
therapy have been reviewed. 


Discussion (Abstract) 


Dr. J. M. Bosworth, Atlanta, Ga. I would like to 
emphasize the fact Dr. Pruce brought out as being one 
of the biggest problems in physical therapy,—the in- 
adequate diagnosis. There is nothing more disturbing 
to a patient to begin with, to the industry in which 
he works, and thirdly to the insurance carrier, than to 
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have an .ndividual who has been getting diathermy 
for his back for a period of six weeks with no im- 
provement, and then finally an x-ray disclosure of a 
fracture, of a transverse process, or a compression frac- 
ture of the vertebrae. This is disturbing, it is a re- 
flection on our profession, and is one of the things 
that causes probably more trouble between the medi- 
cal profession and industry today than any other one 
thing. Adequate diagnosis is a “must,” as Dr. Pruce 
so adequately pointed out. 
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Common Errors of Advice in 


Infertility: 


JAMES M. BROCKMAN, M.D., Memphis, Tenn. 


The infertile couple poses a problem for the doctor. 
An exacting study of both partners is essential before any conclusion can be reached. 


THE COUPLE UNDER STUDY FOR INFERTILITY is 
frequently told that their chances of preg- 
nancy are excellent, or nil. To their surprise, 
and to the doctor who so advised them, the 
opposite often happens. Over a period of 
years, there are certain points of advice which 
I have found to be in error and which seem 
to be repeated over and over. Some of these 
errors by repetition become a common expec- 
tancy. Since ultimate results disprove such ad- 
vice I have undertaken to class them as com- 
mon errors of advice in infertility. 


If we agree that the prerogative of the hu- 
man race is to propagate and continue the 
race, it behooves us to be careful of the ad- 
vice we sometimes give to couples who consult 
us regarding their infertility. 

In an analysis of 250 consecutive cases, 212 
had not had previous examinations. The re- 
maining 38 had been to one or more doctors 
before they consulted me. Of these 38, 26 had 
been given advice I felt to be in error. Some 
of these errors were primarily due to incom- 
plete examinations; I will discuss this group 
in detail. 


I imagine we have all seen the forlorn and 
bedraggled young couple come in for further 
help in their infertility. The question of fre- 
quency of intercourse is met with blushes and 
feeble attempts at a smile, while admitting 
daily sexual relations. More questioning re- 
veals that past medical advice is responsible 
for a schedule only the young and vigorous 
can uphold. Even then there is a limit to all 
things both good and bad, and a sigh of re- 
lief often follows the suggestion for a more 
orderly approach. In the group of 26 cases, 
4 couples had been given this advice, and all 
four husbands on examination had markedly 
immature sperm. 


*Read before the Section on Obstetrics, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., No- 
vember 14-17, 1955. 


Bacterial infection of the endocervix is not 
rare, but to specify the type without bac. 
teriologic study is rare. This happened in one 
case where the diagnosis of pneumococcus in- 
fection of the cervix was made without such 
study. We could not prove such an assertion 
and five months later, pregnancy occurred. 

Strictures and stenosis of the cervix are 
common findings. But to have repeated dila- 
tations without other studies and examina- 
tions is going a bit too far. One woman in 
our group had repeated monthly dilatations 
for a period of eight or nine months. This 
patient had a goiter which had been ignored 
in the previous examination as of no con- 
sequence. 

Five cases involved errors relating to the 
tubes. In each case the error was due to in- 
complete examination. Tubal insufflation 
and/or hysterosalpingorrhaphy had not been 
done in any of these five cases. However, one 
patient was told the tubes were closed, and 
four were told that they were open. In each 
case the opposite was true. Examination by 
insufflation and salpingorrhaphy was done in 
each case to document the findings before re- 
futing the previous diagnoses. 

It seems a bit ludicrous in these days and 
times to still see the patient who reports her 
husband had been examined and found to be 
“alright,” when he is not “alright.” The de- 
tails are lacking, nevertheless she insists her 
husband went to the doctor, and the doctor 
told her that her husband was “strong as an 
ox,” or words to that effect. Since one hesi- 
tates to refute a colleague, and possibly add 
to the expense, one struggles along until such 
time when more definite proof is needed of 
the husband’s efficiency, and then the facts 
come out. The man had a physical examina 
tion but no examination of the semen or, this 
examination was incomplete. We occasionally 
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still hear of the type of semen examination 
which I am inclined to call the “look and see” 
examination. This technic consists of placing 
a drop of semen on a slide, putting it under 
the microscope and the “look and see” technic 
reveals some sperm that are moving. At this 
level of microscopic study, a fairly generous 
number of sperm seem to be considerably 
larger than there would be by actual count. 
So the examiner turns to the examinee and 
says, “everything is alright.” 

One of my colleagues, upon my insistence 
of wanting the details of the semen analysis 
on a patient’s husband, reported that the man 
had “zillions of ’em!” But continued per- 
sistence on my part regarding the sperm count 
brought the admission that a count had not 
been made; the “look and see” technic was 
the extent of the examination. This type of 
examination happened in 8 of the 26 cases 
in my “error series,” and 7 of these 8, on 
proper examination, were found to be in the 
subfertile classification. The other one had 
a low normal sperm count, but his partner 
was found to have closed fallopian tubes. 


The infantile uterus is the only error I like 
to encounter. Here I think the error is one 
of terminology. Certainly one does not ex- 
pect a normally developed menstruating fe- 
male to have an infantile uterus. (An in- 
fantile uterus can be expected in the infant.) 
Hypoplastic uterus is probably the correct 
term, to be applied in those cases where the 
uterus appears to be slightly smaller and 
slightly less deep than expected. In 5 cases 
in the series this diagnosis had been made to 
the patient. Happily for us 3 of the 5 became 
pregnant shortly after the treatment, one with 
twins, all going to term. I do not think this 
would be a normal expectancy in a true in- 
fantile uterus. 


There are other points of error which I be- 
lieve also warrant discussion with regard to 
becoming pregnant. But these are not neces- 
sarily in the infertility category. One of these 
points applies to the couple where the hus- 
band, on complete physical examination, is 
found to be entirely normal. The wife is 
found to be normal with the exception of al- 
most completely closed tubes, or tubes closed 
lightly at the fimbriated end. To state cate- 
gorically that this woman will not get preg- 
nant may turn out to be erroneous. Again, 
nature exercising her prerogatives, frequently 
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makes every attempt to re-establish the con- 
tinuity of the fallopian canal. 

Another point is dramatically illustrated, 
when to our chagrin, a woman becomes preg- 
nant after cubal ligation. Each of us has 
had this experience. The embarrassment is 
even greater if it has been said that the steri- 
lization will prevent any further pregnancies. 
Regardless of the technic used in ligating the 
tubes for purposes of sterilization, a certain 
percentage of failures occur. This must be 
kept in mind and the patient be advised 
accordingly. 

And as things go, failure happens in those 
special cases where it should not happen and 
where one does not want it to happen. Such 
an instance happened in the wife of one of 
my colleagues many years ago. She was car- 
ried through her first pregnancy with fear 
and trembling due to a severe mitral stenosis. 
She insisted upon a second pregnancy against 
the advice of two cardiologists, and during 
the seventh month developed cardiac failure. 
The storm was weathered, however, and 
cesarean section was done at term with tubal 
ligation. Fortunately, since we had made no 
statements as to what to expect from our 
tubal ligation, we did not have to take back 
anything when, to our dismay and disappoint- 
ment, she became pregnant again! Our salva- 
tion lay in the presence of her husband in 
the operating room at the time of the opera- 
tion. As he said later, “If I had not seen it, I 
would have sworn it had not been done.” 


I still see the occasional case, fortunately 
rare, in which after an abortion, miscarriage 
or operation, the woman is advised not to get 
pregnant. A case at hand illustrates this very 
well. This young woman gave birth to an 
anomalous infant at six months after a very 
stormy prenatal course and labor; shortly 
after this she was operated on for an intestinal 
obstruction and a resection of the small in- 
testine was done. On the basis of these events 
she was advised not to get pregnant. After a 
period of ten years she became pregnant and 
was terrified at the possibilities. Nine months 
later, delivery of a normal infant convinced 
her that her fears of a pregnancy were un- 
warranted. She later had a second pregnancy 
terminate successfully. 


Summary 


I have presented certain errors of advice 
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that are not uncommonly given in regard to 
the ability of a woman becoming pregnant. 
Some of these errors continue to occur. Most 
of these are primarily due to incomplete 
examination. Some are due to our talking 
when we should be listening. Jeffcoate gives 
a bit of advice I think pertinent to the occa- 
sion, “It is better to live in hope than to know 
the worse, so it seems wiser never to tell any 
individual or couple that they are sterile even 
if one could be sure that they are.” 
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Discussion (Abstract) 


Dr. Herbert H. Thomas, Birmingham, Ala. 1 en- 
joyed Dr. Brockman’s paper and appreciate the oppor- 
tunity of discussing it. 

It is surprising how frequently doctors treat in- 
fertility problems that come their way with little more 
than a cursory pelvic examination or an indifferent 
effort with a Rubin tubal test. If these doctors knew 
of the deep psychic urges and desires that the infertile 
couple may have when their reproductive activity is 
interfered with, they would not dismiss their obliga- 
tions to these patients with such half-hearted attempts 
at treatment. 

More frequently it is a matter of ignorance as to 
what constitutes a complete study for sterility in diag- 
nosis and treatment, from a scientific viewpoint. 

Doctors may understand the underlying need of 
such a complete study of the infertile couple but be- 
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cause of the considerable time element involved and 
the complexity of the situation, they may become con. 
fused. 


To forestall this latter possibility, for the past year 
I have been using a check list. It is comprised of the 
basic sterility survey, auxiliary diagnostic studies and 
the different types of treatment that may aid in bring. 
ing about a pregnancy for this couple. 

In the final analysis there are no magic drugs or 
surgical procedures to always help the infertile couple 
achieve the goal. Each couple must be carefully 
evaluated by a complete sterility survey using the ac- 
cessory diagnostic aids as indicated, and the application 
of whatever treatment is needed with the utmost of 
care. Not to be forgotten are the psychogenic factors 
that possibly contribute to many infertile situations, 


Dr. Clarence Davis, Columbia, Mo. I would like to 
make three brief points. The first,—about three years 
ago we reported at the A.M.A. meeting at Atlantic 
City, a study of 500 well-studied sterile couples. Of 
those couples, the women who had previously had 
operative therapy to their cervix, obtained fewer preg- 
nancies following our survey than those who had no 
treatment of their cervix, despite the fact that this 
latter group had cervical disease. 

A second point is that Buxton recently reported an 
even larger series in which he found that meddlesome 
operative treatment of the cervix is deleterious to the 
sterile patient rather than helpful. 

Lastly, I certainly would like to object violently to 
the idea of not discussing therapy with a couple. If 
they do not have any chance for a pregnancy, tell them, 
so they will not be denied the possibility of an adop- 
tion before they are over the age at which most 
adoption agencies will allow them to fulfill their de- 
sires for children. 


Diagnosis and Treatment in Ancient Egypt (1500 B.C.) 
When thou meetest a growth in the neck of a person with an irritation of the atut 


which is in front, and thou findest it as though it were a cover thereon; it is soft under 
thy fingers and there is something there like corn, then thou sayest, “He has a growth 
of fat with an irritation of the atut in his neck. I will treat the illness.” Make thou 
the remedy against it which will cause its disappearance by soothing means: 
Saltpeter 
teun-plant 
Wasp’s blood 
Ox bile 
Sea-salt 
Bean-meal 
Crush and poultice therewith for four days. 
—From The Papyrus Ebers, translated from the German version by Cyril P. Bryan, 
London, 1930. 
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Treatment of Pinworms (Oxyuriasis)’ 


W. PRICE KILLINGSWORTH, M.D., and 


O. H. ROSS, M.D., Port Arthur, Tex. 


The effective treatment of infestation by pinworms continues to be a problem for doctor, patient 
and parents. Efficacy of treatment can only be determined by adequate follow-up studies. 


THE COMMON PREVALENCE OF PINWORM_IN- 
FESTATION has been well established. The re- 
ported incidence varies from 10 to 95 per 
cent! depending on the locality. The inci- 
dence appears to be lowest in adults and 
Negroes. Among children the school age 
group has the highest rate, with no significant 
difference between males and females. Chil- 
dren of large families are more often infested 
than an only child. Small babies, as young 
as five weeks, have been reported as infested. 
The pinworm shows no respect for family 
income or social level. ‘Thumb-suckers and 
nail-biters are more susceptible than other 
children. When one member of the house- 
hold is infested, the entire family must be 
considered as affected for therapeutic and pre- 
ventive measures. Families related to those 
having pinworms, and neighborhood families 
whose children play together, must likewise 
be considered as contaminated. 


A review of the current literature on the 
diagnosis, treatment methods, and evaluation 
of the various therapeutic agents in the eradi- 
cation of pinworm infestations reveals many 
excellent and worthwhile papers. Bum- 
balo’s*8 recent ones are noteworthy. We, our- 
selves, have been alternately pleased and dis- 
appointed in our clinical studies and results. 
Some of the newer drugs are most encourag- 
ing.® “Recheck” of some of our previous work 
has not measured up as well the second time. 
Intensive clinical and laboratory investigation 
is still being given to this “pesky” infestation, 
but many problems remain and exasperating 
questions go unanswered. 


Problems Requiring Further Study 


We feel that the following points should 
be emphasized and newer approaches studied. 


The first problem is that the life cycle of 


*Read before the Section on Pediatrics, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., No- 
vember 14-17, 1955. 


the pinworm has not been completely eluci- 
dated. Furthermore, there is a considerable 
difference of opinion concerning the time 
element, seasonal changes, or climatic differ- 
ences, and their effect on the time interval 
of the life cycle. The fact that the life cycle 
may complete itself in as little as 10 days, or 
may be prolonged to 60 days raises the perti- 
nent question as to how long therapy should 
be continued in a given case. The crux of the 
problem appears to lie in the fact that we 
do not know whether there is a latent or sys- 
tematic phase in the life cycle of the pinworm 
as there is in the ascaris or hookworm. 

The second problem concerns the mech- 
anism of the various oxyuricides. We feel 
that there is some sort of antimetabolic! ac- 
tivity set up in the small and large bowel by 
any or all of the drugs used for eradication 
of the pinworm. We do not believe the va- 
rious drugs used act directly to kill the male 
or female pinworm. Shaw’? recently discussed 
antimetabolites relative to the destruction or 
attenuation of bacteria by antibiotics. He 
pointed out that the antibiotic drugs inter- 
fere with the folic acid absorption, the cel- 
lular enzyme system, glutamic acid transport, 
the synthesis of ribose nucleic acid, the con- 
version of amino acids into cellular protein, 
and also interfere with cellular oxidation. It 
is our belief that some or all of these pro- 
cesses are involved in the various drugs used 
to treat pinworms. This certainly seems borne 
out in the use of Terramycin for pinworms. 
The nutrition or the life cycle of the pinworm 
must be altered in some manner. We feel that 
alteration in the pH of the gastrointestinal 
contents on this or some other basis is a fac- 
tor. In our laboratory we practically never 
find pinworm eggs on the anal smear when 
the stool pH is in the alkaline range, but 
rather when the stool is in the neutral or acid 
range. However, diarrheal disorders may cause 
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the appearance of large numbers of male and 
female worms in the stool due to the rapid 
evacuation of the bowel contents. 


Diagnosis 


The diagnosis of pinworms is essentially a 
laboratory procedure although they may be 
suspected clinically in many cases. As a mat- 
ter of fact, many mothers will bring a child 
in for treatment because they have observed 
worms in the child’s stool after an enema, a 
bout of loose bowels or diarrhea, or following 
a laxative. Sometimes the neighbors or grand- 
mother insist that the child has worms be- 
cause of some vague symptoms or complaints. 
Others will report to the doctor after finding 
worms on the vulva (usually at night) when 
the child complained of pain or itching in 
that area, or when the child has a slight 
morning discharge. 

The use of the Scotch tape anal swab, or 
one of its modifications is essential for diag- 
nosis and follow-up to determine the efficacy 
of treatment. These methods are simple and 
easily done in the home or office. It must be 
emphasized that these methods of diagnosis 
must be used in the morning before the child 
has defecated or been cleaned about the anal 
area. From 90 to 100 per cent of pinworm 
cases may be diagnosed by such methods. 

We use a tongue blade and Scotch tape! 
for diagnosis and follow-up. All children in 
whom pinworms are found should have a 
stool examination to rule out other concomi- 
tant worm infestations, such as roundworm 
and hookworm, prior to pinworm therapy. 

The percentage of cases diagnosed increases 
with the number of perianal swabs‘ used and 
examined up to six or more, and the rate of 
cures diminishes with the number of check- 
up swabs once the symptoms disappear, or 
the child shows improvement in general 
health. 

One difficulty in detecting pinworm in- 
festation and determining cure (in addition 
to poor cooperation of parents) lies in the 
periodicity of the infestation. The infestation 
builds up to a peak in from three to five 
weeks, then subsides to a subclinical stage, 
then builds up again. After being swallowed 
by their human host, the microscopic pin- 
worm eggs hatch in the small intestine into 
young worms of both sexes. There they grow 
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rapidly to sexual maturity and mate in the 
ileum and cecum. The male worm dies and 
disintegrates, but the gravid female migrates 
down to the rectum and anus to emerge soon 
after its human host has gone to sleep. After 
migrating from the anus the female pinworm 
deposits approximately 10,000 fertilized eggs 
in, on, or about the perianal folds and dies 
soon thereafter. It has been estimated? that 
in a heavily infested host a group of female 
oxyurids may deposit as many as one-half 
million eggs during a single night. The mo- 
tility of the oxyurids and the depositing of 
the eggs explain the anal itching and restless 
sleep of the host. By way of scratching fingers 
and fingernails the eggs may be transferred to 
the mouth of the host, and a new life cycle 
of the worm be started. Estimates by author- 
ities'.?.12,13 indicate that the time required for 
a complete life cycle for the pinworm may 
vary from 10 to 60 days. This cycle may ac. 
count for the poor results obtained in treat. 
ments given for periods of less than six to 
eight weeks. 


Man is the only natural host of the pin- 
worm, and this peculiar biologic adaptation 
to man alone has assured its survival despite 
all of the many personal hygienic habits used 
by modern civilization. 

Pinworm eggs are microscopic in size, and 
are light enough to float in the air of an in- 
fected household and may be inhaled or 
swallowed. Likewise, they are able to contam- 
inate every conceivable article of clothing, 
books, toys, and furniture, thus setting up 
countless routes for reinfestation. Further, to 
complicate preventive methods, the eggs pos 
sess a three layer covering, composed of two 
outer layers of chitin and an inner layer of 
lipoid material (sterol). This covering to date 
has withstood all of the common fumigating 
gases and antiseptic solutions. 

Boiling and prolonged soaking will kill and 
devitalize these eggs. One of us has shown 
that ordinary household ammonia in a 1:160 
(2 teacups to 10 gallons of water) dilution is 
effective in destroying or devitalizing eggs in 
one hour at room temperature of 70 to 75°F. 
This ammonia water is used for bed clothes 
and sleeping garments. In the alkaline media 
of the small intestine, with a hydrogen con- 
centration ranging from 5 to 6, the outer coat 
of the pinworm egg is dissolved, allowing the 
pinworm to begin its life cycle. The ammonia 
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water also releases the embryo but it dies as 
it has no source of food. Boiling and soaking 
is applicable only to sleeping garments, bed 
clothes, and some types of toys. The use of 
yacuum cleaners on rugs and furniture will 
reduce the number of fresh eggs in an in- 
fested household. Vanni!‘ has stated that some 
substance in raw garlic kills both eggs and 
worms in vivo. It has been shown! that pin- 
worm eggs die as the humidity is lowered 
and/or the temperature is raised. That is, 
temperatures between 65 and 100°F. and rela- 
tive humidity of 40 to 70 per cent are more 
conducive to survival of the eges than tem- 
peratures above and humidity below these 
figures. Tests in vitro indicate that pinworm 
eggs are unable to survive freezing tempera- 
ture for longer than one to three days. These 
data indicate that pinworm infestations are 
probably more prevalent in the summer 
months and/or in the warmer, more humid 
areas. 

Although pinworms are not confined to the 
lower social and economic levels, crowded liv- 
ing conditions, poor facilities for personal 
hygiene and laundry, faulty heating, and ex- 
cessive humidity are factors which influence 
the severity and prevalence of oxyuris in- 
festations. Pinworm eggs are washed down 
the drain in homes with good plumbing. 
People who use shower baths or children 
given “stand-up” type of baths have a lower 
rate of infestation. 

The relationship of pinworms to appendi- 
citis varies considerably with various au- 
thors'* but the concensus is that from 5 to 
10 per cent of all cases of appendicitis are 
related to pinworms. We have seen 11 cases 
of chronic appendicitis in children in which 
it was not possible to get rid of pinworm in- 
festation until after the appendix was re- 
moved. The appendix in each case was filled 
with worms. The involvement of the appen- 
dix is twice as high in females as in males. 
Five of our cases were in females. 

Symptoms attributed to oxyuriasis are mul- 
titudinous® 58, 11, 13, 15,16 but in our experi- 
ence, (1) anal itching, (2) restlessness at night, 
(3) irritable fatigue, (4) nocturia, (5) non- 
specific vaginitis in girls, (6) anorexia, (7) 
vague abdominal pain, and (8) pallor with 
dark circles under the eyes’ are most common- 
ly seen in heavy infestations. Less than 25 
per cent of children with pinworms have 
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symptoms of enough severity to warrant a 
clinical diagnosis. Most cases are found in 
routine “check-ups” in children who are seen 
for vague complaints or who are just not do- 
ing as well as the parents feel they should. 
In our respective clinics all children with 
vague symptoms and complaints are routinely 
checked for pinworms. 


Treatment 


Many drugs by mouth and by rectum have 
been used singly and in combination for the 
treatment of oxyuriasis. Most of the drugs 
listed for therapy have not been used by us 
because of toxicity, questionable value, and 
lack of availability. 

For this study, we used the following drugs 
(Table 1): 


TABLE 1 
Per 
Drug Cases Cures Failures Cent 
1. Al-oxyquinolate (G&W) 89 36 51 40 
2. Cremothalidine (S&D) 74 30 44 40 
3. Second treatment with 
Diphenan (B&W) 87 27 50 31 
4. Second treatment with 
garlic 90 49 41 55 
5. Antepar (B&W) 256 210 46 82 
6. Procaine gentian violet 
(Cutter) 35 29 6 85 
7. Carpazine (G&W) 25 20 5 80 
8. Terramycin 50 40 10 80 


Nothing will be said regarding the first 
four drugs because of the poor rate of cure in 
our experience and that of others. 


The last four, which are piperazine citrate 
(Antepar), procaine gentian violet, Carpazine, 
and Terramycin, have been the most efficient 
drugs used by us to date. None of the four 
have given serious side effects or complica- 
tions (except Terramycin which may deplete 
the intestine of its normal bacterial flora). 
Enemas have been of little value except to 
relieve nocturnal perianal itching. Piperazine 
citrate appears to be the best for small chil- 
dren because of its liquid form, palatability, 
and ease of administration. The same is true 
for Terramycin except for its dangers. We 
are pleased to date with procaine gentian 
violet in older children. The results have 
been good and its procaine coating has prac- 
tically eliminated nausea and vomiting for- 
merly encountered with gentian violet. The 
only objection to Carpazine is the large size 
of the tablet. It has given good results in 
older children. 
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Piperazine is available under the trade 
name “Antepar’ (Burroughs-Wellcome) in 
both a liquid syrup and a tablet form. The 
daily dosage was based on 25 to 50 mg. per Kg. 
of body weight, given in 2 to 3 divided doses 
for 10 consecutive days; medication then was 
stopped for one week and then repeated. The 
liquid form is well accepted by the children. 
The only side effects noted were urticaria in 
one patient and mild abdominal pains in six 
patients. No other ill effects were noted. The 
cure rate in 256 patients was 82 per cent. This 
correlates fairly well with the reports of 
others,—the reports of Bumbalo® and of 
Rachelson® and their co-workers. 


The procaine coated gentian violet tablets 
used were supplied by Cutter Laboratories. 
Dosage was one mg. per pound of body weight 
divided into 3 daily doses, one hour before 
meals for 8 days, rest for one week, and a 
second course of medication for 8 days. The 
cure rate in 35 cases was 85 per cent. 

Terramycin was given orally, using the liq- 
uid form, in the following dosage: age under 
5 years, 1.0 Gm. daily; age 5 to 10 years, 1.5 
Gm. daily; age over 10 years, 2 Gm. daily. 
The cure rate in 50 cases was 80 per cent. No 
serious side effects were noted, but the ex- 
pense of the medicine is one important factor 
against using this drug routinely. 

Carpazine (Goodrich-Wright) is a combina- 
tion of carphenol 125 mg. and piperazine tar- 
trate 200 mg. The course of treatment was 
for 7 days with a rest period of one week 
followed by a second course. The adult dos- 
age is 4 tablets t.i.d., with one tablet t.i.d. for 
older children under 10 years, and two tablets 
t.i.d. for children over 10 years. The oxyuri- 
cidal action of carphenol is exerted by causing 
extreme muscular contraction of the worm, 
and death of the worm usually occurs within 
a few minutes of the contact. No side effects 
or toxic reactions were encountered. Treat- 
ment results were good. The over-all cure 
rate was 80 per cent in 25 cases. 

The following instructions were given to 
the patients: 


1. Apply carbolated Vaseline liberally to the rectal 
area and sex organs after each enema. Wash off 
in morning with soap and water. 


2. Snug cotton drawers or panties should be worn 
under pajamas or sleeping gowns. 

3. Wash child’s hands before each meal, clean nails 
daily, and cut them short. 
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4. Child should sleep alone and have its own bed 
clothing, washcloths, napkins, nail brush, and 
tooth brush. Do not exchange clothing. 


All sleeping clothes and soiled bed linen should 
be folded without shaking each morning and 
soaked in ammonia water (2 cups of household 
ammonia to 10 gallons of water) for 1 hour or 
boiled before being laundered. Most toys can be 
sterilized in a hot oven for 15 minutes. 

6. Vacuum clean rugs and upholstered furniture 

daily. 
7. Sleeping rooms should be aired well each day, 


8. Give your child a shower bath or “stand-up” bath 
daily, preferably in the morning. 


9. All members of your household should be treated 
for pinworms at the same time. 


10. If your child has nausea, vomiting, abdominal 
pain, or diarrhea, please report by phone imme. 
diately. 

1l. Bring to office (laboratory) Scotch tape anal 
swabs taken on the morning of the 10th, 20th, 
and 30th days of treatment. 


12. If symptoms or worms reappear one month or 
later after treatment report by phone. 

The outstanding features of pinworm treat- 
ment with piperazine, procaine gentian violet, 
Carpazine and Terramycin are: (1) they are 
effective; (2) side effects are minimal; (3) 
symptoms of the infestation disappear rapid- 
ly; and (4) the children eat, sleep, play better, 
and are less irritable. The one difficulty ex- 
perienced in using good pinworm drugs is 
the fact that it is difficult to get the parents 
to complete the treatment and to send in the 
needed check-up anal swabs after symptoms 
have subsided. The importance of checking 
anal swabs during treatment is to determine 
adequacy of dosage. Many children require 
more medication than their age and weight 
would indicate. 


Summary 


Although the diagnosis of pinworms is a 
simple procedure using the Scotch tape 
methods, and though the symptoms are mild 
as a rule, the treatment and prevention of re 
infestation is tedious and time consuming, 
and somewhat expensive. More than half of 
our poor results are due to the lack of 
operation on the part of the parents, the 
length of treatment, the tediousness of hy- 
gienic measures, and the failure of parents 0 
take medication along with the children. Of 
the many drugs used in the treatment of pin 
worms to date, piperazine citrate, procaine 
gentian violet, Carpazine and Terramycn 
seem the best. They appear to be of nearly 
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equal value. The liquid piperazine prepara- 
tion is particularly acceptable to small chil- 
dren. 

More information is needed on the life 
cycle of the pinworm. 

Pinworms are a pediatric and public health 
nuisance, a health hazard, and an economic 
problem. They are as common as the com- 
mon cold. These helminths are difficult to 
eradicate from the human host and the pre- 
vention of reinfestation is a major chore. 
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Discussion (Abstract) 


Dr. S. H. Haddock, Anderson, §. C. 1 want to ask 
the Doctor if he knows anything about the new drug 
put out by Thomas Leeming & Company; I under- 
stand it is made in Great Britain. I do not remember 
who is distributing it in this country. It is, as I 
recall, a preparation in the form of a powder. Only 
three doses have to be given, 0.3 Gm. each at eight, 
nine and ten o’clock in the morning. It is preceded by 
a laxative the night before; they specify magnesium 
sulphate or citrate of magnesia, I believe, as a laxa- 
tive, and a protein-free breakfast the following morn- 
ing. The treatment is completed within 24 hours. It 
is claimed that it digests the cutis of the roundworm. 
It was not said how it affects the pinworm. By de- 
struction of the cutis it exposes the intestines of the 
roundworm to the enzyme action of the host, and thus 
kills the worm. Thomas Leeming & Company claim 
it is highly effective. I have used it, I expect, in 
about 40 or 50 cases, and I have not had any moth- 
ers to return and say it did not work. Heretofore, 
they came back to tell me my medicine is not any 
good when it fails to give results. 
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Allergy in Infants and Children: 


Common Sense Observations* 


NORMAN WARD CLEIN, M.D., Seattle, Wash. 


The author makes a plea for the early recognition of the allergic state 


in infancy and early childhood. 


ALLERGIC SYMPTOMS ARE AMONG THE MOST COM- 
MON and frequent symptoms observed in in- 
fants and children in general practice. The 
diagnosis is often not recognized, or if it is 
only the symptoms are treated instead of the 
underlying usually inherited allergic consti- 
tution. The allergic process often develops 
in the infant beginning with eczema or other 
allergy, to allergic colds, coughs, hay fever 
or asthma, which may result in an “allergic 
cripple.” The early recognition of allergic 
symptoms with the proper definitive treat- 
ment of the allergic state may prevent or 
minimize the development of major allergic 
problems as the child grows older. 

Symptoms produced by foods, inhalants or 
contact substances are as many and as varied 
as those caused by infection. Therefore, it is 
important to know the details of the diet as 
well as the environment of home, school and 
play areas, especially of bed and playrooms. 
Live pets as well as stuffed animals, dolls, 
toys, rugs, pillows, blankets and mattresses in 
the child’s environment may cause his symp- 
toms. House dust, smoke, powders, cosmetics, 
drugs, odors such as fresh paint as well as 
pollens, fungi and smuts, may make a child 
ill. The time of day or night, the season, lo- 
cale, weather, climate, occupation of parents, 
the type of home heating and many other 
circumstances and their relation to the symp- 
toms are necessary facts to know. 

Emotional factors may aggravate existing 
allergic symptoms but it is extremely rare for 
any patient to be relieved by psychiatric treat- 
ment. This type of treatment of the mother, 
father, and the child will not change the fact 
that when their allergic child develops asthma 
from egg, he will only be relieved by remov- 
ing egg in all forms from his diet. Elimina- 


*Read before the Section on Allergy, Southern Medical 
Association, Fortv-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 


tion of the offending allergens when practical 
is the simplest form of treatment. That js 
why the general practitioner can relieve more 
than 50 per cent of these allergic patients by 
ordinary medical procedures. 


Early Allergic Manifestations 


The first allergic symptoms can often be 
recognized in the first four months of life as 
a rash (eczema), pylorospasm (persistent vom- 
iters) and rather more or less persistent gastro- 
intestinal distress, such as severe colic, gas, 
diarrhea or constipation. Less often, hay fever, 
asthma, or hives may be the first symptoms. 
These symptoms are not relieved by the usual 
treatments but only by eliminating the causa- 
tive foods, or perhaps removing some en- 
vironmental factor such as a feather pillow. 
Eighty to 90 per cent of allergic children have 
their first manifestation during their first 
year. About 10 per cent develop allergy after 
one year of age. 


Cow’s milk is a classic example of food 
allergy. Symptoms may be many and varied 
depending on which tissue or organ is it- 
volved and the pathologic mechanism at work. 
Edema of mucous membranes plus spasm of 
smooth muscle and excess secretion of the 
mucous glands will account for mild to severe, 
common or bizarre symptoms. Twelve ciit- 
ical syndromes resulting from sensitization to 
cow’s milk have been recognized. Eczema, 
pylorospasm, severe colic, mucus and bloody 
diarrhea, “very unhappy babies,” the “cough 
ing, choking, croupy, ‘mucusy’ babies, those 
with ‘nose colds all the time’,” asthma, ob 
stipation, anorexia for milk, urticaria and 
toxemia are definite entities. All these babies 
have one thing in common. Their symptoms 
disappear when cow’s milk is removed from 
their diet and soybean milk (Mull-Soy-Borden 
Co.) is substituted, and recur when cows 
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milk is again added to the diet. This type of 
clinical test is worth more than any set of 
statistics or laboratory data. Of course simi- 
lar symptoms can be caused by other diseases 
but they will not pass such a clinical test in 
this type of allergic infant. 

Eczema is the most common type of infan- 
tile allergic disease and often quite puzzling 
to treat. When this “rashy” patient is treated 
as a whole child who happens to have a skin 
rash rather than prescribing only local treat- 
ment for skin lesions, the puzzle begins to 
make sense. A 24 to 48 hour trial on Mull-Soy 
is sufficient to find out if cow’s milk is the 
cause of the symptoms. The infant is either 
much better in 48 hours or cow’s milk is not 
the cause of his symptoms. Other foods may 
produce similar symptoms, especially orange, 
cod liver oil, wheat and egg in the first year. 
Since most eczematous infants develop into 
children with hay fever or asthma, thorough 
allergic management is necessary, once this 
is recognized, to minimize further illness. 


The Allergic Cold 


The infant and child with allergic colds 
who has “one cold after another” or a “cold 
all the time” is a problem to all parents and 
physicians. The onset and termination may 
be abrupt, lasting a few hours to a few weeks. 
“His nose always seems to bother him,” but 
less during the day. He frequently rubs his 
nose because it itches. The manner in which 
he does this is quite characteristic. The child 
rubs his nose with his fingers, moving ver- 
tically from his forehead to his lip, whereas 
in the common infectious cold he will rub 
his nose from side to side, across his upper 
lip. The “bunny nose” (Bowen) is pathog- 
nomonic. He wiggles his nose in all direc- 
tions to try and relieve itching. Sniffling and 
hacking, and a scraping dry cough to clear 
the nose and throat are present as a result of 
postnasal mucus especially on arising. The 
one symptom always present is that the nose is 
more congested on arising than at any other 
time. The older child will state that his nose 
is usually clear all day but “stuffs up” at 
night. 


Soon after lying in bed one or both nostrils 
may become congested, often remaining so 
throughout the night. As a result mouth 
breathing, snoring, and heavy breathing often 
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are present. The typical “adenoid facies’ is 
usually noticeable. Bowen has described mal- 
formations of the jaws and teeth as a result of 
nasal allergy. Sneezing, appearing in parox- 
ysms, usually in the morning, may occur, al- 
though this is less common in children than 
in adults. Blowing the nose is frequent with 
very little discharge, which if present is usually 
watery or of a thin mucoid type. The nose 
and throat symptoms are always exaggerated 
during an acute infection. Fever is seldom 
present. On direct questioning the older child 
may state that his nose is not “stuffy” be- 
cause he has become so accustomed to this 
chronic condition that he believes it to be the 
normal state. Having him blow each nostril 
separately will reveal some obstruction to 
normal breathing. House dust, especially in 
the bedroom, is a chief factor in producing 
these symptoms. 

The constitutional symptoms in children 
old enough to describe them are primarily a 
continued tired feeling and “loss of pep.” 
Headaches of the frontal or occipital type (mi- 
graine), often unilateral, may be associated 
with nasal congestion. A “bilious’” stomach is 
a common complaint. Irritability, nervous- 
ness, anorexia, impaired hearing, poor school 
work and an antisocial attitude are frequent 
complaints. A low grade fever may be pres- 
ent. These symptoms may be seasonal. Pollen 
hay fever may be so mild in children that 
the actual cause of nasal symptoms may be 
overlooked. “Summer colds” of the persistent, 
seasonal type are usually hay fever. Mothers 
complain that the child has “‘adenoids,” that 
his nose is congested and he breathes heavily 
at night. Sneezing, eye symptoms, cough, and 
malaise are frequently absent. The diagnosis 
of hay fever may readily be confirmed by skin 
tests. Seasonal colds, simulating pollen hay 
fever may be due to foods (such as melons) 
which are used only during certain seasons. 
This is a more common situation than we 
suspect. 


The Allergic Cough 


Chronic cough which mothers often refer to 
as chronic bronchitis and which recurs every 
winter is frequently a preasthmatic manifes- 
tation. The cough is more pronounced dur- 
ing the night and in the morning on arising. 
It may awaken the patient in the early hours 
or annoy him as soon as he retires. It is usu- 
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ally a paroxysmal, hard, dry cough, often 
similar to whooping cough. It consists of a 
series of short, hacking coughs lasting for one 
or two hours in an effort to relieve a tickling 
sensation in the lower throat. Coughing is 
less frequent during the day. Prolonged laugh- 
ing or excessive mental and physical strain 
may produce spells. Nasal congestion is fre- 
quently associated with the above. These 
symptoms are usually worse at night and in 
the winter, with a sudden change in the 
weather, or preceding a storm or rain. 

The diagnosis of asthma in the anteparox- 
ysmal state is justifiable in children who have 
chronic bronchitis, asthmatic bronchitis, or 
chronic coughs which do not run a typical 
course or yield to the ordinary therapeutic 
measures. These symptoms may often ante- 
date the initial asthmatic wheeze by years. 
So-called “asthmatic bronchitis” usually de- 
velops into real allergic asthma. Other aller- 
gic symptoms such as hives, asthma, eczema, 
or pollinosis may be present and aid in the 
diagnosis. 

Physical Examination 


Physical examination usually reveals a thin, 
slender child of the adenoid facies or mouth- 
breather type. A tired expression and attitude 
are often observed. Attention is immediately 
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directed to the nose on account of evident 
obstruction to proper breathing. The mouth 
is usually open. Two types of allergic nasal 
disease may be noted. In the acute stage the 
nose presents a pale, shiny, swollen, mucous 
membrane bathed in a serous discharge, the 
turbinates and the outer wall of the nares jn 
apposition, obstructing the nasal passage. This 
is less common than the chronic allergic type, 
in which the nasal passages may appear nor- 
mal at the time of examination. Hypertrophic 
adenoids will produce the same symptoms, but 
can be ruled out by means of digital palpa- 
tion and the degree of obstruction does not 
change as in allergic disease. A large majority 
of these children have already had their ton. 
sils and adenoids removed, frequently more 
than once, without relief or even aggravation 
of their original symptoms. The pharynx may 
be studded with many discrete round pea- 
sized or elongated masses of swollen lymphoid 
tissue, a “granular throat” which is often char- 
acteristic of an allergic constitution. Sinus 
disease consisting of allergic edema may be 
present. This will clear up as the general aller. 
gic disease improves. Nasal smears usually 
show eosinophils in the secretion. 


Infection and Allergy 


“My child never has asthma unless he gets 


TABLE 1 
Differential Diagnosis of Colds 


Allergic 
1. Hereditary relationship 


colic, urticaria, hay fever, asthma 
3. Not contagious or related to exposure 


4. Attacks frequent and recurrent, and may be seasonal 


Coughing and wheezing frequently follow 
Mild symptoms between more severe attacks 
. Constitutional symptoms slight 


during the day 


9. Paroxysms of sneezing may be present; itching of nose 


frequent 
10. Mucous membranes pale, shiny, edematous 


11. Discharge thin watery mucoid type; mucoid sputum 


12. Nasal smears—eosinophils 
13. Allergic skin and intradermal tests are positive. 


14. Adrenalin specific for symptoms (cough, wheeze, hives) 


15. Avoidance of causative allergens gives relief. 


. Previous allergic manifestations, i.e., pylorospasm, eczema, 


. Nasal congestion always worse on awakening; improves 


Infectious 
None 
None 


Contagious and definite exposure 

Single attacks usually clear up in two or three 
days. 

Rarely present 

None 

Marked fever, prostration, etc. 

Usually the same all day 


“Third sneeze usually conquers” 


Red, hyperemic, swollen 
Mucopurulent 
Neutrophils 

Usually negative 

No effect on symptoms 
No relief 


‘ 
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a cold.” Although it is true that many allergic 
colds, rhinitis and asthmatic attacks are ush- 
ered in by an acute infection, there is no con- 
clusive evidence that bacteria or their prod- 
ucts cause allergy. The infectious cold prob- 
ably acts as a secondary inciting factor in the 
already allergic person to “light up” his al- 
lergy. This is true also for wind, rain, and 
climate. There is no antigen-antibody re- 
lationship in so-called bacterial allergy. Our 
experience is that when the allergic problem 
is under control, the child will “get over” his 
acute infection the same as the child who does 
not have allergic disease. 

The differential diagnosis of allergic and 
infectious colds has been well illustrated by 
Cohen and Rudolph (Table 1). 


Tonsils and Allergy 


When a patient has the same symptoms fol- 
lowing a tonsilectomy and adenoidectomy as 
he had before the operation, there probably 
is an allergic basis for his symptoms. Tonsils 
and adenoids should be removed for the same 
indications in an allergic child as in a non- 
allergic individual, but not to correct allergic 
symptoms. This explains the many failures 
of these operations. Our studies reveal that 
pieces of lymphoid tissue “grew back” in 23 
per cent of allergic children who were not 
diagnosed or treated for allergy before their 
operation. Only 3 per cent had regrowth of 
tissue in the tonsillar fossa or postnasal re- 
gion in those whose allergy was adequately 
treated before necessary tonsilectomy and 
adenoidectomy were done. The allergic dis- 
ease should first be treated thoroughly, then 
if still necessary the operation may be per- 
formed. 

In a recent survey of 2,471 consecutive chil- 
dren over two years of age seen in our clinic, 
and who had been regular patients from birth, 
we noted that 970 (30 per cent) had had a ton- 
silectomy and adenoidectomy; 30 per cent 
(283) of these (970) were in allergic chil- 
dren. Of the total 583 allergic children in this 
study, 283 (48 per cent of the allergic group) 
had such operations. This is a somewhat high- 
er rate than the nonallergic group (687, or 38 
per cent) but is probably due to the fact that 
in addition to infected tonsils and adenoids, 
hypertrophy of lymphoid tissue is often char- 
acteristic in patients with allergy. 
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Hay Fever 


Hay fever, of the seasonal type, due chiefly 
to pollens of trees, grasses or weeds, is far 
more common in infants and children than 
is diagnosed. The patient having a persist- 
ently running or stuffy nose without fever, 
in the warm seasons, and that does not re- 
spond to usual treatment should have the 
benefit of scratch skin tests for the common 
pollens of his locale. These are simple to 
apply and will give the answer in about 10 
minutes. Many tonsilectomies and adenoid- 
ectomies, as well as penicillin shots and ex- 
pensive medicines would be avoided by this 
simple procedure. Treatment by pollen de- 
sensitization is very effective in young chil- 
dren. Asthma or cough may be the first 
symptom of pollinosis. 


Asthma 


The child who coughs on exertion, or dur- 
ing excitement, in rainy or cold weather, 
at night more than in the daytime, and in the 
winter more than the summer, is usually in 
the preasthmatic stage preceding the actual 
asthmatic wheeze. Pain under the sternum 
occurring with fatigue, repeated sighing, and 
a “tickle in the throat” are often preasthmatic 
signs in the allergic child. “Every wheeze is 
not asthma.” Foreign bodies, anomalies of 
the chest, cystic fibrosis and other diseases 
may simulate the asthmatic wheeze. The asth- 
matic infant or child usually also has an asso- 
ciated “stuffy” nose. When the asthma is re- 
lieved the nasal symptoms are more noticeable 
and vice versa. 


Diagnosis of Allergy 


A careful detailed history is the most im- 
portant phase in the diagnosis of allergic dis- 
ease. If the patient is examined in a quies- 
cent stage there may be no physical findings 
of the disease. The family history is usually 
positive for allergy in about 80 to 90 per 
cent of cases. The patient’s previous history 
will reveal early allergy as already stated. The 
present history of allergy will usually stress 
the chronic, periodic nature of these symp- 
toms. 


Laboratory tests are of great value. The 
Hansel test for eosinophils in the mucus dis- 
charge from the nose, throat, bronchi or stools 
is of great diagnostic importance. This test 
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takes less than five minutes and can be done 
in any office. Skin tests by scratch and intra- 
dermal methods, although not perfect, will 
often give information that one cannot ob- 
tain otherwise. The patients that require 
skin testing have usually had many fancy, 
intricate, painful and expensive tests which 
were all normal. There is no reason why the 
general practitioner should not do his own 
testing, starting with scratch skin tests using 
the most common food and inhalants and 
later doing intradermal tests as he adds to his 
skill and knowledge. The correlation of the 
tests, the history and the patient can best 
be accomplished by the doctor who treats the 
patient and not the laboratory. 

Elimination diets are often of great value. 
Avoiding a food for five days, then eating 
lots of it for a few days will quickly tell 
whether that food is causing symptoms. It 
is not necessary in children to avoid foods for 
months to make this conclusion. If the symp- 
toms do not improve on a special elimi- 
nation diet, there is no use to continue that 
diet for more than five days. Avoidance of 
environmental factors such as cats, dogs or 
feather pillows may be of diagnostic sig- 
nificance. 

Allergy should be suspected when the his- 
tory reveals that the same symptoms are still 
present after many treatments, tonics, vita- 
mins, “shots,” tonsilectomy and adenoidec- 
tomy one or more times, nasal or sinus op- 
erations, change of climate, as well as change 
of physicians. When the diagnosis has been 
chronic bronchitis, chronic sinus or catarrh, 
chronic diarrhea or chronic appendicitis, it is 
wise to consider allergy as the cause of the 
symptoms. 

The child who is a frequent hospital pa- 
tient usually has an underlying allergic con- 
dition that flares up with an acute infection. 
This includes infected eczema, repeated ear 
and sinus infections, the child who has had 
“pneumonia” three or more times, as well as 
many who have had repeated bouts of acute 
abdominal pain. Any child who has been a 
hospital patient three or four times should 
have a very careful history taken for allergy. 
When the allergic problem is controlled these 
children cease to be hospital cases. 


Principles of Treatment 
“Patients are frightened people.” 


They 
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need the kind, sympathetic, confident manage. 
ment that only their physician can give them, 
When treating children, the mother, father 
and relatives are all “patients.” The infant 
or child with a chronic itching eczema, or 
the child struggling for his breath in an asth. 
matic attack, as well as the parents, need 
calm assurance that the patient can be helped. 
A definite plan of treatment is necessary for 
each allergic individual. Although some re. 
sults are rapid and spectacular, most cases re. 
quire patient detective work to solve the 
problem. 

Prophylactic care including elimination of 
the most common food and inhalant allergens 
is important starting from infancy. Early 
feeding of solid foods does not predispose to 
allergy. If the infant is allergic by nature he 
will be bothered by certain foods whether he 
has them at one month or four months of 
age. It is wise to avoid, in allergic infants, 
during the first year, the most allergenic 
foods, such as mixed cereals, cod liver oil, 
orange juice, egg, pork, and mixed foods. 
Single foods given for two days in a row 
will usually reveal whether or not the infant 
can tolerate this food. Substitutes such as 
synthetic vitamin A and D are adequate. 
“Bib” orange juice is hypoallergenic because 
of the removal of the irritating allergic fac- 
tors such as the peel oil and the seed protein. 
Also “Bib” apple juice blended with Acerola 
juice furnishes a rich source of natural vitamin 
C for those allergic to orange. The Acerola 
cherry from Puerto Rico is 50 to 100 times 
richer in natural vitamin C than orange 
juice. 

The most common food allergen in the 
first few months of life is milk. After a year 
the most frequent offenders are cocoa or 
chocolate, nuts, peanut butter, pork, citrus 
fruit, spices or condiments, and shellfish. 

Avoidance of inhalant and contact factors 
is much more important after the first year 
than foodstuffs in relieving many allergic 
symptoms. Household pets, especially cats or 
dogs, and house dust which contains many 
tiny particles of feathers, wool, powders, odors, 
kapok, furs, cosmetics, volatile oils, cotton 
seed, pollens, and molds are common irritants 
and often need to be avoided. These inhal- 
ants frequently cause eczema as well as nasal 
or pulmonary symptoms. This explains why 
elimination diets are often of little value. 
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About one-half of the pediatric group of pa- 
tients can be relieved of their cardinal aller- 
gic symptoms by eliminating these potent 
food and inhalant allergens without resort- 
ing to testing or medications. The remainder 
may need further study including testing. Ap- 
proximately 25 per cent of the allergic pa- 
tients may need specific desensitization against 
the pollens, epidermals, dust or molds. This 
is the best and most effective treatment for 
chronic eczema, chronic hay fever, or chronic 
asthma. 
Medications 


Often, the fewer the better. Epinephrine, 
ephedrine, iodides, aminophylline, the anti- 
histamines, and the steroid hormones are the 
best drugs available. Most combinations or 
other drugs are unnecessary. ACTH and the 
cortisones are of value in helping the patient 
over a period of severe symptoms but should 
not be necessary for more than a week or two 
at a time. The cortisone ointments are too 
expensive and do not cure eczema. They may 
give temporary relief and this can be ac- 
complished by more simple and less expensive 
ointments such as Mazon, Lassars paste, and 
especially plain vaseline. 

We have found one or two weekly injections 
of influenza vaccine at the beginning of the 
school term to be quite effective in minimiz- 
ing “colds” or “flu.” Autogenous or stock 
bacterial vaccines are of little value. Elimi- 
nation of the offending food and inhalant 
allergens, plus desensitization when indicated, 
is the best type of allergic management. 


The Future of Allergic Infants 


A careful study which I made from birth 
to adolescence of 100 allergic infants, revealed 
startling information. Eighty per cent de- 
veloped some form of major allergy as they 
grew older. Two out of three had chronic 
allergic rhinitis. One-third of this group de- 
veloped seasonal pollen hay fever, and one- 
third also had eczema. Twenty-five per cent 
had asthma. Gastrointestinal allergy was pres- 
ent in 20 per cent; urticaria or angioneuro- 
edema developed in 10 of the 100 patients. 

Those children who were diagnosed early 
and kept under careful allergic management 
responded rapidly and effectively to medica- 
tion if and when they had active symptoms. 
They did not miss as much school or playtime 
as did the untreated group. 
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Summary 


Recognition of the allergic state in infancy 
with proper management of the diet and en- 
vironment will prevent or minimize major 
allergic disease as the child grows older. 
“Allergic cripples” are usually the neglected, 
untreated allergic children. Adequate, spe- 
cific treatment of allergy will allow the aller- 
gic child to grow and develop in the same 
manner as his nonallergic friends. 


Discussion (Abstract) 


Dr. Carroll M. Pounders, Oklahoma City, Okla. Dr. 
Clein has given us some valuable contributions in the 
past, and this paper goes a long way toward establish- 
ing a better understanding of the allergic child. 

There are about 15,000,000 people in this country 
who need medical help because of allergic problems 
and a good proportion of them had their beginning 
during infancy and early childhood. As far as being 
understood and treated, a great many of these children 
fare little better than they did in the horse and buggy 
days. 

As Dr. Clein has said, the diagnosis of the allergic 
State can definitely be established early. In fact there 
are few things in the field of medicine that are more 
obvious. The baby who keeps his parents up half of 
the night, and whose formula is changed half a dozen 
times in order to get him to tolerate it, is broadcast- 
ing the fact that he suffers from milk sensitivity. Then 
when he develops an itching eczematous skin he is pre- 
senting vivid evidence of allergy so that “he who runs 
can read.” Later, when he begins to creep and walk 
about, the repeated or continuous respiratory dis- 
turbances cry out for us to recognize the fact that he 
has become sensitive to house dust, tobacco smoke, 
carpet dust, animal danders, feather dust, and all 
sorts of inhalants and contactants. 

The problem is not solved by telling parents that 
the baby’s colic will leave him during the latter part 
of the first year; that his eczema will clear up some 
time during the second year; or that the attacks of 
asthma will be outgrown. They should be made to 
understand that the allergic child has a particular type 
of body cell (usually inherited) which reacts in an 
abnormal way to environmental factors such as foods, 
inhalants, and contact substances, and that this type 
of cell remains with him throughout his lifetime. Also 
they must know that he cannot be cured of being 
allergic, but that much can be done to help him avoid, 
and to protect him against the things in his environ- 
ment which harm him. They should also know that 
the manifestations which are apparent such as gastro- 
intestinal symptoms, skin lesions and respiratory dis- 
turbances are only surface manifestations of a process 
that unfavorably affects the entire body economy, often 
resulting in malnutrition, stunted growth and a handi- 
capping type of personality. 

So a plea is made to be realistic about the question 
of allergy in the early years, to take all reasonable 
measures to prevent its development, to recognize its 
importance to the future welfare of the individual 
and to apply the present-day knowledge toward allevi- 
ating its effects. 
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The Management of Breast Feeding 


Disorders* 


MICHAEL NEWTON, M.D.,7 Jackson, Miss. 


After giving consideration to the physiologic and psychologic factors upon which 
successful breast feeding depends, the author suggests the management 
of the patient during pregnancy and in the puerperium. 


BREAST FEEDING DISORDERS ARE VERY COMMON 
and may cause a great deal of physical and 
emotional discomfort to the young mother. 
Consideration of suitable preventive and 
specific therapeutic measures involves: first, 
a definition of what is meant by the term; 
secondly, a knowledge of the extent of the 
problem; and finally, an understanding of 
the essential physiologic and psychologic fac- 
tors concerned with lactation. 


Mothers who feed from the breast may be 
divided into the successful and the unsuccess- 
ful. The successful mother starts nursing her 
baby very soon after it is born. Her milk ap- 
pears within 48 hours. She allows the baby 
to nurse enough so that the milk is adequately 
removed and engorgement of the breast is 
minimal. She is not discouraged by nipple 
pain during the first few days of lactation, 
and does not develop damage to the nipple 
or mastitis. She needs to give no supplemen- 
tary feedings, and feeds the baby on demand 
as his needs and hers suggest. Such a mother 
finds breast feeding a pleasurable experience, 
and continues to breast feed for six, nine, 
twelve or more months, gradually decreasing 
the amount she gives the baby as it gets other 
foods; she weans the baby gradually. In con- 
trast the unsuccessful mother may never even 
start to breast feed her baby. If she does the 
early days of lactation may be accompanied 
by severe engorgement, pain or damage of the 
nipple, mastitis or breast abscess. She has to 
give the baby constant supplementation by 
the bottle, and usually stops breast feeding 
within a few weeks, weaning the baby sud- 
denly. She obtains no pleasure from the breast 
feeding experience. 


*Read before the Section on Obstetrics, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., No- 
vember 14-17, 1955. 

+From the Department of Obstetrics and Gynecology, Uni- 
versity of Mississippi Medical Center, Jackson, Miss. 


The extent of unsuccessful breast feeding 
is more difficult to determine in this country 
than in other countries, such as England, 
where there is greater interest in the subject. 
A study by the United States Children’s Bu- 
reau in 1948! indicated that throughout the 
country as a whole only 35 per cent of babies 
left the hospital fully breast fed. In the South- 
east this figure was considerably higher, 55 
per cent of babies leaving the hospital com- 
pletely breast fed. 


Apart from the large number of mothers 
who do not breast feed their babies at all, 
there are many who develop one or more of 
the common complications of lactation. In 
one group of 91 mothers, studied extensively 
during their hospital stay, 52 per cent de- 
veloped severe engorgement of the breast, and 
14 per cent developed some form of nipple 
damage.” Further, it has been estimated* from 
the figures given by several different authors 
that mastitis occurs in 2.1 per cent of nursing 
mothers, while breast abscess develops in 27 
per cent of those who have mastitis. 


Physiologic Factors in Breast Feeding 


Two main physiologic mechanisms are oper- 
ative in lactation. These are sucking stimula- 
tion and the ejection or “let-down” of milk. 


It has been known for many years that 
sucking stimulation is the primary factor re- 
sponsible for the initiation and continuation 
of lactation. There are many well-documented 
cases of lactation being started just by suck- 
ing stimulation without previous pregnancy in 
both animals and humans. A recent interest- 
ing example of this is given by the report of 
a woman who had not been pregnant for 20 
years and who began to secrete milk as a re- 
sult of offering her breast to her infant grand- 
child to pacify him. Secretion began in eight 
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days and for two months was the sole source 
of nourishment for the baby. Also it is well 
known that the amount of milk produced by 
the lactating mother will vary from day to 
day in accordance with the demands of her 
baby. Finally, it has frequently been noted 
that when the baby begins to nurse within 
six hours after birth, as in a rooming-in sit- 
uation, milk production will begin earlier. 

The second important mechanism is the 
ejection or “let-down” reflex. Essentially this 
reflex is a response to stimulation of the nip- 
ple by sucking. Impulses are carried to the 
brain and then to the posterior part of the 
pituitary gland. This gland then releases its 
oxytocic factor which passes in the blood 
stream to the breast. There it acts on the 
smooth muscle cells surrounding the alveoli 
in the deeper part of the breast, causing them 
to contract and expel the milk into the larger 
ducts, where it is more easily available to the 
sucking infant. 


This process was recognized as early as 1911 
by Ott and Scott.5 Some years later its exact 
mechanism was worked out by Ely and Peter- 
sen® in cows. One significant point about 
their work was the recognition that emotional 
factors could inhibit the reflex. For example 
in a cow who was giving a regular amount of 
milk at each milking, disturbances such as 
banging paper bags or putting a cat on the 
cow’s back during milking produced a reduc- 
tion in the yield. The yield was restored to 
normal by the injection of the oxytocic factor. 


The presence of this reflex in the lactating 
woman was first described by Waller? in 1943. 
It is only within the last few years that its 
exact details and especially its inhibition by 
emotional factors have been worked out in 
humans.§ Experiments on a lactating woman 
who was giving a constant amount of milk 
under controlled conditions showed that the 
yield of milk could be significantly reduced 
by the application of distractions during nurs- 


TABLE 1 
EMOTIONAL DISTURBANCE AND EJECTION REFLEX 


Number of Average Amount 
Observations of Milk in cc. 


Controls 8 168 
Distractions 
plus Saline 6 99 
Distractions 
plus Pitocin 6 153 
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TABLE 2 
SYMPTOMS OF MILK EJECTION IN BREAST FEEDING 


Symptoms Successful Unsuccessful 
Number of cases 53 50 
Uterine cramps—2nd day 64% 38% 
Milk opposite breast—5th day 86% 74% 
Milk before nursing 78% 56% 
Cessation of nipple pain 87% 52% 
All symptoms—all days 59% 48% 


ing (Table 1). Injection of saline at the time 
of distractions made no difference to the re- 
duced yield. However, injection of oxytocic 
factor (Pitocin) gave a yield which was not 
significantly different from the control figure. 


Assuming, then, that this reflex is operative, 
the question arises as to its significance in the 
success of breast feeding. 


The function of the ejection reflex can be 
measured in two ways. First, definite symp- 
toms and signs are observed in the lactating 
woman when the reflex occurs. Since the re- 
flex may be set off by psychologic stimuli, 
dripping of milk from the breast may be noted 
before feeding actually occurs—at the sound 
or sight of the baby. When the reflex does 
take place, dripping of milk is apparent from 
the breast opposite that being nursed. Since 
the oxytocic factor is involved uterine contrac- 
tions may be noted during the first few days 
of the puerperium while the mother is nurs- 
ing. Finally, nipple pain, frequently noted 
when the baby first takes the breast, will dis- 
appear as the flow of milk becomes copious. 
If the function of the ejection reflex is re- 
lated to the success of breast feeding, then the 
successful mother should show more of these 
symptoms and signs than the unsuccessful 
mother. This has proved to be the case. A 
series of 53 mothers who breast fed success- 
fully while in the hospital showed significant- 
ly more symptoms of the function of the ejec- 
tion or “let-down” reflex than 50 unsuccess- 
ful mothers® (Table 2). 


Secondly, unsatisfactory function of the 
ejection reflex results in less milk being made 
available to the baby. Thus, in this situation 
more milk should be left in the breast and 
theoretically could be removed by causing 
artificial ejection by the use of Pitocin. Satis- 
factory ejection should cause more milk to 
be given to the baby and less to be retained 
in the breast. That this is so is shown by the 
following observation. In 27 successful moth- 
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TABLE 3 


PERCENTAGE OF TOTAL MILK OBTAINED 
AFTER INJECTION OF PITOCIN 


Average 
Number Percentage 
Successful breast feeders 27 27 
Unsuccessful breast feeders 18 47 


ers only 27 per cent of the total milk obtained 
by the baby and by pumping was obtained 
after the use of Pitocin as compared to 47 per 
cent in 18 unsuccessful mothers® (Table 3). 


Psychologic Factors in Breast Feeding 


Psychologic factors are also important in 
the ability of the mother to breast feed her 
baby successfully. Among these the attitude 
of the mother toward lactation plays a major 
part. This is a complex situation and may be 
determined by the patient’s upbringing, by 
her relatives’ attitudes toward breast feeding, 
by socio-economic circumstances and to a cer- 
tain extent by the attitude of the doctors and 
nurses who guide her through pregnancy and 
delivery. Whatever the background factors 
involved, the following experiment? indicates 
the importance of the mother’s attitude in 
the actual production of milk (Table 4). Nine- 
ty-one mothers were asked within a short time 
after delivery how they felt about breast feed- 
ing. This was done in a standardized manner 
in order to obtain valid replies. Subsequently 
all the mothers put their babies to the breast 
and tried to nurse them. Fifty-one of the 
mothers had a positive attitude toward breast 
feeding; they said they were going to, wanted 
to, or were anxious to breast feed their babies. 
Seventy-four per cent of these mothers were 
feeding their babies without supplementary 
bottles on the fourth postpartum day. Twen- 
ty-three mothers showed a negative attitude 
toward breast feeding, saying that they did 
not want to and were not going to breast 
feed their baby. Twenty-six per cent of these 
mothers were successful. Seventeen mothers 
were ambivalent in their feelings about breast 
feeding. They qualified their acceptance with 


TABLE 4 


MATERNAL ATTITUDES AND SUCCESS 
OF BREAST FEEDING 


Positive Ambivalent Negative 


51 cases 17 cases 23 cases 
Successful 74% 35% 26% 
Unsuccessful 26% 65% 74% 
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remarks indicating that they did not know 
whether they were going to be able to breast 
feed and so on. Thirty-five per cent of these 
were successful. 


Treatment 


In considering the treatment of breast feed- 
ing disorders it is much better first to think 
of prevention rather than specific therapeutic 
measures for the complications which may 
arise. We have three ways in which we may 
approach the problem: (1) maternal attitude, 
(2) sucking stimulation, and (3) the ejection 
reflex. 

As has been indicated, the mother’s atti- 
tude toward breast feeding is made up of 
various factors, over many of which the ob- 
stetrician has little control. It is important, 
however, to assess this attitude during preg- 
nancy. Frequently, a woman’s attitude toward 
breast feeding may be related to her attitude 
toward other aspects of her feminine func. 
tions.1° Women who have positive attitudes 
toward breast feeding are likely to have posi- 
tive attitudes toward childbirth and care of 
the baby and to accept their roles as women. 
Assessment of the mother’s attitude should not 
be done early in pregnancy, since at that time 
most women tend to feel negative toward 
pregnancy and this feeling may extend into 
the emotionally charged atmosphere of breast 
feeding. Nor should the assessment be done 
in a critical manner, but rather with a calm 
assumption that the woman is going to breast 
feed and that her obstetrician is willing to 
help her by explanation and support if nec- 
essary. Overpersuasion of the woman with a 
negative attitude may do more harm than 
good. 


Provision of adequate sucking stimulation is 
probably the most important method of en- 
couraging successful breast feeding. I believe 
that the best way of doing this is to have 
some type of rooming-in arrangement for 
mother and baby. In many circumstances, 
however, this is not possible. In this case 
three measures should be taken. First, the 
mother should be allowed to start nursing her 
baby within six hours after delivery, provided 
the condition of both is satisfactory. Secondly, 
she should be given the baby to nurse every 
three hours during the day and every four 
hours at night. Thirdly, when the baby is 
brought out to her, it should be left with her 
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for at least thirty’ minutes, and the amount 
of sucking should not be limited. 

Methods of assisting adequate function of 
the “let-down” reflex are extremely important 
since failure of this may lead to the common 
complications of early lactation, Le., nipple 
pain and damage, engorgement and mastitis. 
A sympathetic and helpful attitude on the 
part of the patient's physician and especially 
on the part of the nursing staff is the most 
important single factor. Translated into prac- 
tical terms this means provision of help for 
the young primipara when she first starts to 
nurse the baby by showing her how to get in 
a comfortable position, how to hold the baby, 
and how to apply the baby to the nipple. It 
means insuring her privacy while she is nurs- 
ing the baby. It means seeing that she is free 
from pain or other distraction by giving her 
suitable analgesics. It means helping her 
realize that the distraction of home life will 
be likely to inhibit the reflex and that she 
must attempt to obtain as much quiet and 
rest as possible during nursing after she leaves 
the hospital. 

As far as the specific therapy of the com- 
plications of lactation are concerned, it will 
be apparent from what I have said that, if the 
function of lactation has been enabled to pro- 
ceed normally by following the principles out- 
lined, the complications themselves will be 
diminished. However, certain particular 
points are worthy of mention. 


Nipple pain is experienced by most lactat- 
ing women when they first start to nurse a 
baby. In those who nurse successfully this 
rapidly disappears. It has been shown that 
women experience more nipple pain if vigor- 
ous attempts are made to treat the nipples 
during the puerperium.!! Among such vigor- 
ous measures are included the use of soap, 
alcohol, tincture of benzoin, or other harsh 
substances applied to the nipples. Keeping 
the nipples dry and exposed to the air as 
much as possible will do as much as any other 
measure to insure healing of minor nipple 
damage and to reduce pain. To keep the 
baby off the breast will generally do more 
harm than good, since engorgement will re- 
sult and make sucking even more painful. It 
is helpful to start the baby on the unaffected 
breast so that by the time it starts to nurse 
on the painful side the function of the ejec- 
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tion reflex will enable it to obtain milk rapid- 
ly without so much vigorous sucking. 


Severe engorgement of the breast may pre- 
sent a considerable problem in the manage- 
ment of breast feeding. It has been generally 
believed that engorgement is vascular in 
origin. However, it seems likely that retention 
of milk plays a major part in engorgement 
and that vascular phenomena are secondary 
only. A study of lactating women during the 
puerperium! indicates that the greater the 
engorgement of the breast the more milk can 
be obtained, using artificial ejection by injec- 
tion of Pitocin as a means of emptying the 
breast. Clinical estimations of engorgement 
were found to be correlated with measured 
increases in size of the breast. When engorge- 
ment was estimated at 0, an average of 5 cc. 
of milk was obtained, at | plus an average of 
50 cc. was obtained, at 2 plus an average of 76 
ce. and at 3 plus an average of 110 cc. Simple 
treatment of engorgement by reassurance that 
it will not last long, by adequate support of 
the breasts, by application of cold, and by 
analgesics may do much to relieve the dis- 
comfort. In certain instances injection of 
Pitocin just prior to feeding'® may help re- 
lieve engorgement by causing artificial ejec- 
tion of milk. The use of breast pumps to 
relieve engorgement should only be resorted 
to on rare occasions, since frequently the 
breast pump is more traumatic to the nipple 
than the baby. Manual expression of milk 
may be of great help. 


The treatment of mastitis and breast ab- 
scess is primarily by the use of established 
surgical principles. If the breast is red, swollen 
and hot and the patient has fever, the use of 
antibiotics is immediately indicated. If sup- 
puration develops incision and drainage may 
be necessary. Many European authors have 
suggested keeping the baby on the breast 
through a period of mastitis, allowing it to 
nurse from the unaffected side, and discard- 
ing the milk from the affected side after 
pumping the breast. In general, we have not 
recommended doing this because of the pos- 


sible danger of causing an infection in the 
baby. 


Summary 


Breast feeding mothers may be divided into 
successful and unsuccessful groups. Unsuccess- 
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ful mothers either do not nurse their babies 
at all, or if they do nurse them, supplementary 
feedings are required; they tend to have com- 
plications of lactation such as nipple damage, 
engorgement, mastitis, and breast abscess. 
Knowledge of the fundamental physiologic 
and psychologic factors involved in lactation 
such as sucking stimulation, the ejection re- 
flex, and maternal attitude may help in pre- 
venting the complications of lactation and re- 
ducing the number of unsuccessful mothers. 
The most significant factor in this prevention 
is the attitude of physicians and especially 
nurses toward breast feeding. Treatment of 
specific complications such as engorgement, 
nipple damage and mastitis is predicated on 
the knowledge of the physiologic factors in- 
volved. 
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Improved Friedman Pregnancy 


Test: A New Method* 


JACK C. NORRIS, M.D., Atlanta, Ga. 


The author comments further upon his technic 


For MANY YEARS the Friedman test for the 
diagnosis of early conception, while highly 
dependable, was unpleasant to perform, 
largely because of technical difficulty. Intra- 
venous injection of urine or blood serum into 
rabbits not only was difficult to do but 
quickly killed many of them. 

Problems such as those above have been 
considered in previous reports.1 However, 
after many experiments, errors, and animal 
fatalities, a new method of approach has been 
developed. 

In the earlier investigations, urine was in- 
jected subcutaneously into the rabbits. Foord? 
had reported that urine could be used in 
this manner. Fifteen to twenty cubic centi- 
meters were used. On the whole the injection 
of urine subcutaneously was a distinct im- 
provement but the animals still continued 
to die occasionally from toxemia or infection. 

The next step was the use of blood serum. 
Five or six cubic centimeters of serum was 
adequate for a reliable result. This procedure 
was also satisfactory but troublesome because 
of the necessity for sterile specimens and cen- 
trifuging them to obtain sufficient serum. 

Following the use of serum it was decided 
to try citrated whole blood, and from that 
step has been evolved a standardized technic 
of injecting whole unclotted blood under the 
skin of a full grown, female, virgin rabbit. 
All that is necessary is to have an animal 
ready, obtain the patient’s blood from the 
vein and, with the same syringe and needle, 
inject it into the rabbit’s abdominal walls 
laterally. This can be quickly done in about 
2 or 3 minutes time, before the blood has 
clotted. The animal is tagged and the abdo- 
men is opened at the end of 48 hours. If 
the time runs over a few hours, or is short- 


*Read before the Section on Pathology, Southern Medical 
Association, Forty-Ni ing, I “ 
Annual Meeting, Houston, Tex., No 


for the Friedman test. 


ened a few hours, it makes little difference in 
the development of the reaction. 
The following quotation from the previous 


account! describes the technic which is recom- 
mended. 


“Ten cubic centimeters of whole blood, im- 
mediately after removal from the patient’s 
vein, is injected slowly subcutaneously. The 
rabbit is stretched out on a table, its feet 
securely held by an assistant’s hands. The 
syringe needle, 21 gauge, is stuck under the 
abdominal skin, held firmly in place and the 
blood introduced cautiously, being certain 
that all of it enters the desired area. A nodule 
or swelling will occur, but is rapidly ab- 
sorbed. Thirty-six or forty-eight hours later 
the animal is inspected abdominally for 
ovarian hemorrhages and a report made.” 
(Forty-eight hours time is preferable.) 


In my laboratory we have used this technic 
in 1,311 instances and have relied in the 
main upon our patients to determine the 
accuracy of the test. Both urine and serum, 
but most often whole unclotted blood, have 
been used. Rarely has the test been erroneous. 
Some patients have requested the test be per- 
formed too early after the missed menstrual 
periods, and some of these have to be re- 
checked; on the other hand we have obtained 
positive results as early as 10 days after a 
missed menstruation. Fifteen to twenty days 
past the period is the best time. We have 
also been called upon to exclude pregnancy 
whenever operation has been scheduled for 
the removal of intra-abdominal tumors, such 
as fibroids, or to eliminate intratubal preg- 
nancy. The results here also have been uni- 
formly dependable and I do not recall any 
errors. 


The method devised has several improve- 
ments: (1) The use of urine, which is un- 
pleasant to collect and often unsatisfactory, 
has been almost entirely eliminated. (2) The 
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possibility of error is decreased whenever sev- 
eral pregnancy tests are to be performed. (3) 
The method has a sound biologic basis in 
that the pregnancy hormone is constantly in 
the blood and increases in quantity. (4) Sterile 
specimens of blood can be mailed to the 
laboratory without fear of being contami- 
nated and it keeps well. (5) Apparently it 
makes no difference, as far as we can tell, at 
what time or hour of the day or night the 
blood specimen is drawn. (6) Of most sig- 
nificance: whole unclotted blood introduced 
into the subcutaneous tissues of grown, vir- 
ginal, female rabbits does not kill them pre- 
maturely. (7) The test, because it does not 
kill the animals, is economical; is also highly 
reliable, almost fool-proof and can easily be 
done. 

Frogs and mice can also be used but we 
do not recommend them because the technic 
needs to be established for their use. 

Psychologically, the reception of the test 
by the patients has been gratifying. At first 
it was feared that the women would object 
to “being stuck and bled;” yet to our happy 
surprise most patients prefer the whole blood 
method because they prefer not to collect 
urine. 
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It is possible that the whole blood Fried. 
man test might open up a new field for in- 
vestigation and research, and be useful as a 
practical qualitative and quantitative method 
for the diagnosis of testicular teratomas, 
chorio-epitheliomas, and the hyperplasias. 
Urine used for these has always been frus- 
trating. One cannot help but be impressed 
by the bizarre reactions in rabbit's ovaries 
that baffle one. Why, for instance, do some 
have hemorrhagic follicles as a positive test 
involving one ovary only? Why, also, do 
some of the reactions in negative instances 
reveal ovaries that are filled with small cysts, 
containing thin, clear, viscid fluid, and noth- 
ing more? In other instances the ovaries re- 
main smooth in outline, of a pearly-grey color, 
or may turn a light red shade and be 
edematous, accompanied by fiery looking 
congested fallopian tubes. It might be that 
such reactions are significant biologically, and 
not incidental and unimportant. They need 
to be evaluated. I plan to investigate these 
problems further. 
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A Review of the Treatment of 


Hemangiomas* 


J. FRED MULLINS, M.D.,7 Galveston, Tex. 


Though hemangiomas may spontaneously disappear with time, their course is unpredictable. 


Treatment is simple and effective in infants. 


CONSIDERABLE INTEREST HAS BEEN REJUVENATED 
recently in the most optimum time for the 
treatment of vascular nevi and if, indeed, they 
should be treated at all. These lesions repre- 
sent congenital or embryonic arrests and may 
be present at birth; however, the majority 
appear within the first few days of life. A 
brief classification should be mentioned: (1) 
nevus flammeus (port-wine stain); (2) capil- 
lary hemangioma (strawberry mark, nevus 
vasculosus); (3) cavernous hemangioma; (4) 
compound capillary and cavernous hemangi- 
oma; (5) lymphangioma; and (6) hemo- 
lymphangioma. The microscopic picture re- 
veals that all of these lesions with the excep- 
tion of nevus flammeus show an endothelial 
proliferation which is very important from 
the treatment standpoint. The more endo- 
thelial proliferation, with a large number of 
immature cells present, the better is the re- 
sponse to the ordinary treatment measures. 
The purpose of this paper is to point out 
that although there is a high percentage of 
spontaneous cures in all types of vascular nevi, 
there is no index, microscopic or otherwise, to 
determine which of these lesions will take 
that course.*> Due to the psychologic impact 
of such lesions, one has to see only a few 
residual lesions in individuals. between the 
ages of 10 and 20 years of age to be stimu- 
lated to treat all these lesions as early as pos- 
sible. Frequently these lesions appear initially 
as the ordinary capillary hemangioma, but 
within a reasonably short period of time may 
change into a compound capillary and cav- 
ernous hemangioma. I have had an occasion 
to see six patients (age 10 to 40) in the past 
four months who demonstrated hemangiomas 
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that would have been amenable to early treat- 
ment.* 


Modalities of Therapy 


The primary purpose in the treatment of 
hemangiomas is to accomplish a good cosmetic 
result as malignant transformation in such 
lesions is extremely rare. Each case must be 
individualized as to the best method of treat- 
ment and often a combination of two or three 
of these procedures may give the best end re- 
sult. Needless to say overzealous treatment 
with any of the methods may lead to some dis- 
figurement. A brief comment will be made 
in regard to each of the following therapeutic 
measures. However, it is not the purpose of 
this paper to give specific instructions for 
each modality since the individualization of 
cases prevents any discussion other than a 
general one. 

Physical Therapy. (1) X-ray irradiation is 
often used in the treatment of capillary and 
cavernous hemangioma and the quality and 
quantity of radiation will vary in each case. 
Growth centers must be taken into considera- 
tion. (2) Radium may be used in the form of 
radium needles, radon seeds, or radium molds. 
The filtration and distance as well as the dos- 
age will vary from case to case. (3) Sclerosing 
solutions such as sodium psylliate, sodium so- 
tradecol, absolute alcohol, sodium morrhuate, 
are used and I have preference for the agents 
in the order in which they were named. (4) 
Solid carbon dioxide. Although many com- 
ments have been made regarding scars pro- 
duced by carbon dioxide, its judicious use has 
not produced an undesirable result in our 
department in the past six years. (5) Grenz 
ray is utilized for treatment of nevus flam- 
meus by some individuals and is a form of 
x-ray therapy. (6) Thorium-X is used occa- 


*Kodachromes of these patients were shown. 
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sionally for the treatment of the port-wine 
stain. It is a form of radiation therapy but 
has relatively superficial penetrating powers. 
(7) Covermark. This as well as other cosmetic 
coverings are frequently utilized for cases of 
nevus flammeus (port-wine stain). It is the 
treatment of choice for the majority. (8) Sur- 
gical excision may be utilized if the lesion 
appears at some area where there is reduntant 
skin and where the usual linear scar may be 
incorporated in the folds of the skin. In the 
case of a large lesion, the cosmetic result gen- 
erally is not as good from a surgical approach 
as it is from one of the forms of radiation 
therapy. 

It must be constantly kept in mind that 
these large capillary and cavernous hemangi- 
omas may undergo a spontaneous breakdown 
with ulceration of the surface, regardless of 
whether or not treatment is being or has been 
given. In such cases adequate antibiotic ther- 
apy must be administered in order to prevent 
secondary infection which would increase the 
resultant scar tissue. As mentioned before it 
is not uncommon to have a capillary heman- 
gioma develop a cavernous element, and on 
several occasions I have observed a nevus 
flammeus type of lesion which has been trans- 
formed into the capillary variety. Most der- 
matologists who have had a large experience 
with these lesions feel that they should be 
treated as soon as the lesion makes its ap- 
pearance. The therapy is very readily accom- 
plished at two to three weeks of age, and it 
is very likely that it will prevent or arrest 
the growth at that particular time before it 
has an opportunity to change into one of the 
more difficult varieties, or before spontaneous 
breakdown might occur. So frequently the 
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parents have adopted a policy of watchful 
waiting, but at the end of 6 to 12 months 
they frantically decide that this lesion is not 
going to disappear and seek treatment. Re. 
gardless of the modality of therapy, an infant 
of 2 to 4 weeks of age is very easily treated 
with little or no psychic influence on the 
child. As the child gets older it is more diffi- 
cult for all concerned, the parents, the patient, 
and the physician. The problem of immobili- 
zation becomes quite apparent when one is 
dealing with a child above 6 months of age. 
It is worth mentioning that there is a relation. 
ship between hemangiomas of the skin and 
retrolental fibroplasia, hence each premature 
infant with cutaneous angiomas should be 
checked very carefully for the possibility of 
concomitant retrolental fibroplasia. 


Summary 


The treatment of hemangiomas should be 
carried out as early in life as possible since 
there is no present method, clinically or micro- 
scopically, of determining which lesions will 
clear spontaneously. If therapy is carried out 
in a competent manner, minimal or no resid- 
ual sequela should be found. Six instances 
seen in the past four months are presented 
in which hemangiomas amenable to treatment 
have persisted in individuals whose ages range 
from 10 to 40 years. 
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Recurrent Parotid Swelling: 
HARRIS D. RILEY, JR., M.D., Nashville, Tenn. 


The diagnosis of second or repeated attacks of mumps in the past was probably incorrect. 
The author considers the evidence against this and illustrates causes of recurrent parotid swelling. 


MANY PHYSICIANS HAVE BEEN CONFRONTED with 
the problem of recurrent swelling of the paro- 
tid gland often following a well-documented 
case of mumps. The work of Johnson and 
Goodpasture leaves no doubt as to the viral 
etiology of mumps.! Wesselhoeft’s studies? 
demonstrating the extensive invasion of the 
virus and the studies of Goodpasture* and 
Enders* on its antigenic characteristics sug- 
gest that the possibility of a second attack of 
mumps is unlikely. Certain individuals may 
have recurrent attacks of parotid swelling ap- 
parently indistinguishable from mumps, and 
yet they have no other symptoms or signs of 
this disease. It is my purpose to review the 
literature and to report three examples of 
recurrent parotid swelling illustrating the 
divergent etiology of this problem. 


Review of Literature 


The actual incidence of recurrent parotid 
swelling is unknown and cannot be deter- 
mined with any degree of accuracy. That it 
is not exceedingly uncommon is shown by the 
discussion of a paper on the subject by Royce, 
in 1952.57 

Although the immunity conferred by an 
attack of mumps is usually lifelong, repeated 
attacks have been described.®:® Recurrent epi- 
sodes have been described in the players of 
wind instruments. Albert?* cites two buglers 
in one regiment who had 3 relapses each dur- 
ing a protracted epidemic, though no other 
relapses occurred in the command. In 1917, 
Leger» reported the case of a French soldier 
who was hospitalized six times in a 5 month 
period with “recurrent attacks of mumps.” 
On each occasion there was an epidemic of 
mumps in the units in which he served and 
each attack is described as following a course 
compatible with mumps. Catrin®* reported 
that of 157 cases of mumps, 9 had had attacks 
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one or more years previously. Fournie”* states 
that 5 of his 24 cases had mumps previously. 
Manine”* reported 27 of 122 patients with 
mumps in the French navy who had had 
mumps previously. 

In a large epidemic of mumps at Camp 
Wheeler, Georgia, in 1917-18, Radin’ re- 
ported that 7 patients gave a previous his- 
tory of mumps; in the majority of cases the 
gland on the opposite side to that of the 
present attack had been involved. Three pa- 
tients had the same gland involved twice. One 
patient is described as having mumps three 
times, the interval varying from 2 weeks to 
14 years. Dermon and LeHew!'! reported on 
an epidemic of 129 cases occurring in a small 
naval task force; 8 patients (6 per cent) 
claimed to have had mumps previously, and 
2 of these initial attacks were observed by 
the authors. The duration and character of 
the parotid swelling and time of appearance 
as related to exposure are not discussed. 
Eagles’? reported that 30 of 439 patients in 
an epidemic of mumps at a military installa- 
tion gave a history of previous infection. 


Enders'% reports that the over-all incidence 
of a second attack of mumps is reported as 
about 4 per cent, but feels that this incidence 
is too high, since probably erroneous diag- 
noses either of the first or second illness have 
often been recorded. In addition to the work 
of Johnson and Goodpasture®.§ and Enders,*:4 
the lack of proof for different types of mumps 
virus is strong evidence against the likelihood 
of a recurrence of infection. This is of im- 
portance in immunity.’5 The findings of John- 
son and Goodpasture® with experimental 
mumps in the monkey corroborates the clini- 
cal impression that unilateral disease confers 
as lasting an immunity as does bilateral paro- 
titis. 

Recurrent swelling of the parotid due to 
pyogenic infection is a well-documented en- 
tity. Payne,!® in 1933, reported studies on 52 
adults with recurrent parotitis. Mucopurulent 
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material with Str. viridans as the predominat- 
ing organism was obtained from his patients 
most often following dental extractions or 
upper respiratory infections.'* In 1933, Londe 
and Pelz!® described 18 children having re- 
current, acute, and sometimes painful swell- 
ing of one or both parotids accompanied by 
a purulent discharge from Stensen’s duct. 
They referred to it as chronic sialodochoparo- 
titis, a type rarely going to suppuration. Sialo- 
grams frequently reveal dilation of the rami- 
fications of the parotid duct (sialectasis). Flor- 
man!® also observed these changes. 


Bigler,*° in 1946, reported 60 cases of re- 
current parotitis in children. In 58, muco- 
purulent material was obtained from the duct 
by massage; Str. viridans was isolated by cul- 
ture in every instance, although some had 
other organisms as well. He did not relate 
his cases to allergy, and felt this disease dif- 
fers from acute suppurative parotitis, being 
less acute, rarely suppurating, and presenting 
a patient less sick. In the recurrent type Str. 
viridans is the usual organism in the parotid 
secretions, whereas in the acute suppurative 
variety Staph. aureus is usually present. 


Brown and Nevius! reported a 5 year old 
boy with recurrent bouts of infectious paro- 
titis accompanying upper respiratory infec- 
tions and relieved by tonsillectomy and ade- 
noidectomy. Jones? reported 17 cases of “‘re- 
current parotitis” in 15 of which Str. (alpha) 
hemolyticus was isolated either alone or with 
other organisms. He favored ascending in- 
fection, with or without obstruction of the 
parotid duct, as the most important etiologic 
factor. Three of his cases had a family history 
of allergy, and the parents of two had had 
recurrent parotitis in childhood. Eosinophils 
were not found in the parotid secretions of 
these 17 patients, although evidence of allergy 
(paroxysmal rhinorrhea with 8 per cent eosino- 
philia) was observed in one case. 

Spasm of smooth muscle in the salivary 
ducts due to allergy has been advanced by 
various authors as the predisposing cause of 
recurrent parotid swelling. Vogeller,** in 
1922, described a patient with recurrent paro- 
tid swelling who had an 11 per cent eosino- 
philia. Wolff** reported recurrent swelling of 
both parotids in an infant with enterospasm 
and felt that reflex spasm of the duct was 
the cause. Burton-Fanning,” in 1925, ob- 
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tained relief in a 63 year old man by in- 
jections of epinephrine. Meyer*® found pos. 
itive intradermal tests to certain foods, and 
obtained relief from recurrent bouts of paro- 
tid swelling in a 6 year old child on removal 
of these foods from the diet. The child’s 
mother and grandmother had both suffered 
from this syndrome in childhood. In 1935, 
Pearson”? reported on patients with recur. 
rent parotid swelling in whom there were no 
signs of pyogenic infection, but all had paro- 
tid secretions described as “‘clear,”” except one 
patient who had no secretion during the at- 
tack. The material from the parotid of 8 of 
these patients was examined microscopically 
and in one mucous plugs were packed with 
eosinophils. Eight of the 11 patients had as- 
sociated clinical allergic manifestations. Two 
of the 11 patients felt that intake of certain 
food precipitated the attacks, and in the one 
with eosinophils in the secretions ingestion of 
fish was apparently the precipitating factor. 
Seven of the 11 patients had bilateral parotid 
swelling, in 4 it was unilateral. Recurrent 
parotitis with mucopurulent secretions, prob- 
ably due to infection was bilateral in 4 of 6 
other cases reported by Pearson.?* In the group 
thought to be on an allergic basis, 10 were 
children, and the number of attacks varied 
from daily to 1 to 2 a year. Pearson postulated 
that allergic factors might be primary with 
superimposed infection as a secondary devel- 
opment. He commented that in the case de- 
scribed by Kussmaul in 1879 the plug removed 
from the parotid duct was probably composed 
of eosinophils but could not be identified be- 
cause of inadequate staining technics. 

Royce,®* in 1952, again called attention to 
recurrent parotid swelling and reported on 22 
cases. In his patients the attacks usually be- 
gan as unilateral swelling in infancy, but later 
became bilateral and increased in frequency, 
reaching a peak during mid-childhood and 
ceasing before adolescence. Every patient had 
at least four attacks and 2 children had over 
50 bouts. He demonstrated eosinophils in the 
parotid secretions of several of these and felt 
that epinephrine and antihistaminics were ef- 
fective therapeutically. Discussers of _ this 
paper described a similar picture persisting 
into adult life. 


Case Reports 
Case 1. 


W. P. was first seen at age 9 months with 
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megaloblastic anemia confirmed by bone marrow as- 
piration. 

Three months later, after an excellent hematologic 
response to folic acid, she developed a slightly tender 
swelling of the right parotid. She was not acutely ill. 
A cloudy fluid expressed from the right Stensen’s duct 
contained numerous polymorphonuclear leukocytes and 
on culture yielded Str. viridans. No eosinophils were 
found in the secretions. She responded slowly but com- 
pletely to parenteral penicillin therapy over an eight 
day period. Five months later she was again seen with 
similar involvement of the right parotid. Pus cells 
but no eosinophils were seen in the material expressed 
from the duct. Culture again yielded predominantly 
Str. viridans. Roentgenograms during the second epi- 
sode revealed no evidence of calculi. The patient 
changed residence a short time later preventing fur- 
ther follow-up study. 


Case 2. A 29 year old white female nurse was well 
until 5 days previously when, shortly after her usual 
breakfast, she noted slight swelling and fullness over 
the angle of the right jaw which subsided spontane- 
ously in a few hours. However, two days later a left 
sided swelling developed, subsiding partially over the 
next few hours but remaining slightly tender. The 
following day, after taking milk and coffee, the swell- 
ing in the region of the left parotid recurred and was 
thought to be mumps by another nurse. However, the 
patient felt it was probably cervical lymphadenitis 
since she had had mumps in childhood; she began 
treatment with Aureomycin 250 mg. every 6 hours. As 
there was no improvement in 18 hours after 750 mg. 
Aureomycin she sought medical attention. The patient 
had known of no exposure to mumps within the past 
four months and had worked only in the hospital 
operating room during this period of time. There 
was no history of dental work, intra-oral or pharyn- 
geal pathology preceding her illness. 


She was thought to have had mumps at the age of 7, 
when she had bilateral parotid swelling and fever ap- 
proximately three weeks after a similar disease in a 
sibling. Thirteen years later an episode of right paro- 
tid swelling of 24 hours duration subsided spontane- 
ously. She could recall no exposure to mumps prior to 
this episode and to her knowledge none of her dormi- 
tory contacts developed mumps within the month fol- 
lowing this episode. 

Morphine reportedly had produced an extensive ery- 
thematous rash and she had had several bouts of 
“sinusitis” with associated postnasal drip. Six months 
prior to her present illness she was told she had 
“asthmatic bronchitis.” There were no known food 
idiosyncracies, family history of allergy or similar dif- 
ficulty in the family. 

Physical examination was not remarkable except for 
visible swelling of the left parotid region. The swell- 
ing extended to the left cheek, had a well demarcated 
margin, was “gelatinous” to palpation and only slightly 
tender. The lobe of the left ear was in the approxi- 
mate center of the swelling. There was no involve- 
ment of the right parotid or other salivary glands but 
the orifice of the left Stensen’s duct was slightly edema- 
tous and injected without evidence of obstruction. The 
pharynx and tonsils were not inflammed and the buc- 
cal cavity was not remarkable. 


Laboratory studies revealed a white cell count of 
12,800 per cu. mm. with 8 per cent eosinophils, where- 
as a differential smear prior to her illness had shown 
only a | per cent eosinophilia. Another count two days 
later showed a leukocyte count of 11,000 with 10 per 
cent eosinophils. Serum amylase was within normal 
limits at this time as well as six weeks later. Urinalysis 
was normal. 


On massage of the left parotid gland clear watery 
material containing “plugs” was expressed from the left 
Stensen’s duct and collected under sterile precautions 
on a glass slide. Smear of this material stained with 
eosin revealed clumps of 10 to 12 mature appearing 
eosinophils per high power field. Culture of the ma- 
terial failed to yield any organisms and smears from 
various sites of the buccal mucosa failed to demon- 
strate any eosinophils. No material could be expressed 
from the right parotid duct. A roentgenogram of both 
parotid and mandibular areas revealed no evidence of 
radiopaque stones and a sialogram on the left, was 
interpreted as normal. 


On March 29 blood was obtained for serologic 
studies and was repeated on May 15 (Table 1). 


Because of the possible allergic nature of the paro- 
tid swelling, the patient was started on Pyribenzamine. 
Seventeen hours later the swelling and tenderness had 
completely cleared and no fluid could be massaged 
from the parotid. The therapy was continued for an- 
other 48 hours without recurrence of the parotid 
swelling. It is not possible to conclude that the anti- 
histaminic was effective in shortening the duration of 
the disease as a previous bout of parotid swelling sub- 
sided spontaneously in a similar period of time. 


None of the known susceptible contacts developed 
mumps within the usual incubation period of epidemic 
parotitis following the patient’s attack of parotid swell- 
ing. The food items comprising her breakfast on the 
day the swelling initially began were again eaten singly 
and later in combinations in an attempt to reproduce 
the parotid swelling but without success. 


Case 3. J. R., a six and a half year old white boy, 
was seen with a history of recurrent parotid swelling 
over a four year period. Sixteen days following the 
initial episode a contact developed parotid swelling 
which was thought to be mumps by his physician. From 
the age of one year the patient had experienced numer- 
ous bouts of wheezing which responded to anti-asthma- 
tic therapy and more recently he had developed “hay 
fever” characterized by profuse watery rhinorrhea and 
sneezing. Beginning at the age of two and a half years 
recurrent episodes of bilateral parotid swelling made 
their appearance, occurring initially at approximately 
monthly intervals but subsequently more frequently. 
His physician reported the episodes were characterized 


Table 1* 
Seruml Serum 2 
Mar.29 Mayil5 
Mumps soluble antigen 1:4 1:2 
Mumps virus antigen 1:8 1:4 


*Studies performed through the courtesy of the Virus Diag- 
nostic Research Laboratory, Children’s Hopsital, Philadelphia, 
Pa. 
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by high fever and tender swelling of one or both paro- 
tid glands, purulent material being obtained from 
Stensen’s duct following massage of the involved gland. 
The process usually gradually subsided on antibiotic 
therapy. There was a strong family history of allergy. 

When first seen the patient had only slight right 
parotid swelling, but the nasal mucosa was pale and 
boggy with a profuse rhinorrhea in which eosinophils 
were found on direct smear. On massage of the right 
parotid a small amount of clear exudate was obtained 
from the right Stensen’s duct and a few eosinophils 
were seen on smear of this material. Hospitalization 
was advised but the parents did not return until four 
months later with the history that the attacks had 
continued; the train of events associated with a new 
episode had begun three days previously. 


Examination revealed low grade fever, slightly ten- 
der swelling of the right parotid, a leukocyte count of 
17,850 per cu. mm. with a predominance of neutro- 
phils. Purulent material obtained from the right 
parotid by massage and direct smear revealed no 
eosinophils but a pure growth of Str. viridans was ob- 
tained on culture. Sialograms showed no obstruction 
or other abnormalities of the gland or duct system. 
Mumps complement fixation revealed an anti-S titer 
of 1:2 and an anti-V titer of 1:16 indicating an infec- 
tion with the mumps virus in the past. 

On parenteral penicillin therapy the process sub- 
sided promptly. Because of the history of allergy and 
demonstration of eosinophils in the parotid secretions 
prior to the development of a purulent character, the 
patient was advised to take an antihistaminic at the 
first symptoms or sign of nasal congestion; a program 
of environmental control was also established. On this 
regimen he has had only one episode of swelling in 
the past year. 


Discussion 


In the differential diagnosis of recurrent 
parotid swelling, a stone or foreign body ob- 
structing Stensen’s duct must be considered. 
One must also consider postoperative parotitis 
or that occurring in conjunction with other 
diseases, such as typhoid and scarlet fever. 
Parotid swelling following the administration 
of iodides, and the rare occurrence of a recur- 
rent attack of mumps must also be included. 
Other causes of parotid enlargement, tumors, 
Mikulicz’s disease, and an endocrine disturb- 
ance, are not usually recurrent in nature 
(Londe and Pelz). Remaining are the pa- 
tients who have no evidence of obstruction or 
suppuration of the salivary glands, yet the ap- 
pearance of the gland is indistinguishable 
from that of mumps, though the remainder 
of the clinical picture and subsequent course 
are not compatible with epidemic parotitis. 

Recurrent parotid swelling due to bacterial 
infection is illustrated by case 1. The mate- 
rial obtained from the involved parotid gland 
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was mucopurulent in character, consisted of 
pus cells without eosinophils, and Str. viridans 
was demonstrated culturally during two re. 
currences. 

Allergy has been mentioned as a possible 
cause of parotid swelling by Londe and Pelz'8 
and Pearson.** In case 2 it was postulated 
that constriction of the parotid duct, possibly 
from allergic smooth muscle spasm, could 
cause conditions favorable to secondary infec- 
tion in the gland. The well-documented his- 
tory of mumps in childhood, the recurrence 
of parotid swelling of brief duration nine 
years before her present difficulties with no 
known antecedent exposure to mumps, the 
occurrence of probably allergic manifestations 
in the past, and the isolation of eosinophils 
from the left parotid secretions is strong evi- 
dence in support of an allergic etiology. In 
addition there were 8 to 10 per cent eosino- 
phils in the blood on two separate occasions 
during the period of swelling, whereas, only 
1 per cent eosinophilia was present some 
two months before onset. 


In addition to the evidence already cited, 
a second infection with the mumps virus was 
eliminated because of the’ transient duration 
of the parotid swelling and the absence of 
leukopenia with relative lymphocytosis. The 
serologic studies provided further evidence 
against infection with the mumps virus since 
the complement fixation test is a reliable diag- 
nostic test for mumps infection.*8-3° The anti-S 
titer of 1:4 and anti-V titer of 1:8 of the 
initial specimen is characteristic of a remote 
infection with the mumps virus. In acute 
mumps the anti-S titer usually becomes ele- 
vated by the time clinical symptoms appear 
and the anti-V titer usually begins to rise in 
5 days, and by 2 months after infection is al- 
most invariably elevated to a significant 
level,!#,28,29.31 neither of which was the case 
in this patient. 

An important point first demonstrated by 
Johnson and Goodpasture® in experimental 
animals has received little or no attention as 
an etiologic mechanism in recurrent swelling 
of the parotid. They showed that in some 
instances within three days after inoculation 
of immune monkeys with active mumps virus 
a firm hard swelling of the parotid gland 
ensued. This was interpreted as a manifesta 
tion of hypersensitivity because it appears 
more promptly than do the symptoms of it- 
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fection with the mumps virus, because of the 
different character of the swelling, and be- 
cause of the shorter duration of the swelling. 
Enders* confirmed these findings in human 
subjects. Although the patient in case 2, who 
presumably had mumps in childhood, knew 
of no recent exposure to mumps, the parotid 
swelling could conceivably have been due to 
hypersensitivity with re-experience with the 
mumps virus. However, the complement fixa- 
tion results eliminated this possibility. It has 
been demonstrated that repeated exposure of 
an individual to mumps can produce marked 
increase in the complement fixing titer with- 
out clinical parotitis.* 


Stokes and associates®? reported a four-fold 
or greater increase in complement fixing 
antibody titer in three individuals, who had 
naturally occurring antibody in their blood 
and thus were presumably immune, when 
challenged with active virus via Stensen’s duct. 
For example, a typical response was a titer of 
1:24 before challenge and a rise to 1:192 to 
1:1536, 12 to 28 days after challenge. There 
is considerable support for the hypothesis that 
the introduction of the active virus into the 
gland acts as an antigen providing a so-called 
“booster” response immunologically rather 
than causing an unapparent infection.’? Other 
studies using heat inactivated mumps virus as 
a vaccine confirmed this immunologic pheno- 
menon.*°33 In case 2 there was no significant 
elevation in antibody titer against either the 
S or the V antigen during the height of the 
illness and furthermore no rise 6 weeks later, 
which, from above evidence, would have been 
expected in an immune individual had a re- 
currence of infection with the mumps virus 
occurred. However, it is entirely likely that 
some of the cases reported in the literature 
as recurrent parotitis are actually individuals 
who are immune by virtue of a previous in- 
fection and on exposure to active mumps in- 
fection develop the type of swelling of the 
parotid previously described and attributed to 
hypersensitivity. The most plausible explana- 
tion in case 2 is that the patient had an al- 
lergic constitution and the parotid glands 
served as the end organs which manifest the 
allergic reaction. Why the patient had not 
suffered from more recurrences of parotid 
swelling if the allergic etiology is correct is 
not apparent. 


Case 3 also suggests an allergic factor plus 
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infection in the pathogenesis of the recurrent 
parotid swelling. Eosinophils were demon- 
strated in parotid secretions at the onset of a 
bout of parotid swelling apparently ushered 
in by allergy in the respiratory tract. Unfor- 
tunately, the natural course of this attack 
could not be followed to its conclusion, but 
four months later when seen in a well-estab- 
lished recurrence of swelling, Str. viridans was 
isolated from the parotid secretions. In addi- 
tion treatment of antecedent respiratory al- 
lergy has kept the patient virtually free of 
recurrences. As in case 2 re-exposure to, or 
reinfection with the mumps virus was elim- 
inated by the serologic studies. In case 2 sec- 
ondary infection did not supervene but anti- 
histaminic therapy was started comparatively 
early. 

Thus there is substantial evidence that re- 
current swelling of the parotid gland can be 
on an infectious or on an allergic basis, or on 
a combination of these two factors. After a 
review of his 60 cases, Bigler?® could find no 
evidence for an allergic etiology but demon- 
strated infection in all cases. Jones?? could 
find no support for an allergic origin after a 
review of his 17 cases, although 3 had a family 
history of allergy. Pearson?? in 17 cases of 
recurrent parotid swelling felt that 11 were 
probably due to allergy and 6 due to infec- 
tion. In the author’s experience a history of 
recurrent parotid swelling in children with 
known allergy is not uncommon. At least 6 
other children with diverse allergic manifesta- 
tions have given a well-documented history of 
recurrent parotid swelling in the past. How- 
ever, none of these have been observed during 
an episode of parotid swelling preventing in- 
vestigation of the etiology. Mumps comple- 
ment fixation studies on these patients indi- 
cates that infection with mumps virus is not 
the cause of such recurrent parotid swelling. 


The histologic changes in the parotid gland 
during mumps suggest no conclusive anatomic 
alterations which would predispose to recur- 
rent swelling of the gland.%4 

Now that more specific means of the diag- 
nosis of mumps are available (complement 
fixation, hemagglutination, virus neutraliza- 
tion and skin testing technics, as well as actual 
isolation of the virus), it would be of interest, 
if possible, to re-examine some of the patients 
who have been reported as having mumps 
more than one time on clinical grounds alone. 
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Summary 


Recurrent swelling of the parotid can be 


on 


a combination of the two factors. 


either an infectious or an allergic basis or 
There is 


strong evidence that recurrent infections with 


the 


reports of two 


swe 
ons 


The case 
individuals with recurrent 
lling and in whom eosinophils were dem- 
trated in the parotid secretions are pre- 


mumps virus is very unlikely. 


sented. In these individuals complement fixa- 
tion studies ruled out a recurrence of infec- 
tion with the mumps virus. The problem of 
recurrent parotid swelling is reviewed and the 
pathogenesis and immunologic responses are 
discussed. It is suggested that recurrent paro- 


tid 


swelling is not an uncommon occurrence 


in individuals with an allergic constitution. 


Acknowledgment is due Miss Anne Hudgens for 
preparation of manuscript. 
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and good fellowship are inseparably linked in the Southern. The specialist is broadened 
by the diversity of the scientific program and the general practitioner is benefited 


by contact with the latest developments in the specialties. Both feel well rewarded in 


their membership.” 
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The Problem of Disability 


Certification: 


R. LOMAX WELLS, M.D.,t Washington, D. C. 


Certification of disability to insurance companies or to industry is displeasing “paper work” 
to the average physician. Yet without his honest cooperation, industry, the insurance carrier, the 


patient and he, himself, may suffer. 


THE NUMBER OF PEOPLE IN THIS COUNTRY COV- 
ered by some form of health and accident 
insurance and by hospitalization and surgical 
plans is spiraling upward rapidly. Company- 
sponsored sickness benefit and pension plans 
are increasing in number. Regardless of the 
sponsorship of these various plans by com- 
mercial insurance companies, medical socie- 
ties, industry, labor unions, or other privately 
operated groups, certain problems are inher- 
ent in and common to their successful man- 
agement. However, for purposes of this dis- 
cussion, the problem of disability certifica- 
tion, no significant differences exist among 
these various plans. A common denominator 
to all of them can be found in the report 
signed by the physician attending the pa- 
tient. This same common denominator exists 
in reports to the Compensation and Industrial 
Commissions of the several states and the Dis- 
trict of Columbia, though these reports are 
essentially legal demands upon the physician 
and carry the authority of the law. 

The growth of the many plans is an en- 
couraging and healthy thing. It is in part 
a reflection of our changing way of life and 
an expanding economy. Certification of dis- 
ability by the physician through the various 
media provided by these plans has placed an 
increasing burden on him, and at the same 
time an increasing responsibility. This re- 
sponsibility is fourfold—to his patient, to 
the plan, to his community, and to his fellow 
physicians. By the same token the managers 
of a plan have increasing obligations to the 
participants, to the physician, to the “owners” 
of the plan, and to the community. 


*Read before the Section on Industrial Medicine and Sur- 
gery, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 

TMedical Director, The Chesapeake and Potomac Tele- 
Phone Companies, Washington, D. C 


Let us be honest, “paper work” irritates 
the average physician. He must keep com- 
plete and accurate records on his patients; 
the detail and form of these office records 
are a matter of his own decision. He must 
complete in detail all hospital records. These 
two elements alone, not to mention reports 
to other physicians, reports to patients, con- 
sultation reports, and the routine correspond- 
ence of the average office constitute a fairly 
heavy load of “paper work” for most phy- 
sicians. Recently, Dr. Jesse T. Nicholson! re- 
lating the problem to compensation com- 
panies expressed these thoughts: “Compensa- 
tion companies provide forms requesting in- 
formation. These are believed simpler meth- 
ods of communication than a letter. We de- 
test forms of all types. Insurance forms are, 
therefore, no exception. But, we all accept 
the fact that a physician who refers a patient 
to us expects a report of our examination, 
and it is even customary to send him progress 
reports. Completion of a compensation insur- 
ance form is less troublesome than writing 
a letter.” To this I would add, the format 
of the certificate and the details requested 
vary so substantially among various com- 
panies and groups that a letter is less trouble- 
some, unless the form is reasonably simple 
in its scope and adequate in space require- 
ments for answering the questions. To this 
thought I shall address additional comment 
later. 


Five questions occur to me and I shall at- 
tempt to explore them briefly: 

1. Why is there a need for disability cer- 
tification? Funds to pay the insured when he 
becomes disabled must be established on a 
sound actuarial basis. The insurer “acts in 
the capacity of a guardian for the disabled 
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employee.”! Without these two elements the 
insured has no real assurance that he will 
receive the sickness or accident payments 
which his contract or plan has stated he is 
entitled to receive. It is obvious that the in- 
telligent and impartial administration of any 
such funds must have the backing of complete, 
accurate, honest and unbiased medical certifi- 
cation. At the risk of oversimplification, it is 
apparent that no carrier could rely alone on 
the statements and opinions of the insured. 
This is not a matter of honesty, but a matter 
of interpretation and medical judgment. Sol- 
vency of the carrier is in part dependent upon 
prompt and accurate certification of dis- 
ability. 

2. Whose responsibility is it to provide 
disability certification? It should be clear that 
such responsibility is a tripartite one. The 
carrier must provide an appropriate form for 
the physician’s use, the patient must notify 
the physician of his participation in a plan, 
policy or group, and the physician must com- 
plete and return the form promptly. 


3. Can the disability certification forms 
be shortened or simplified without losing ac- 
curacy of detail? I honestly believe that the 
answer here is “yes.” Progress is being made 
in developing a uniform accident form for use 
of commercial insurance carriers. This is a 
step in the right direction. Frequent usage and 
familiarity with any form lend themselves to 
more effective reporting and facilitate prompt- 
ness. In this connection, I would urge that 
the practice of leaving forms for a secretary 
to complete is a poor one, and reflects a lack 
of interest and sincerity unless she is given 
specific direction and instructions regarding 
them and they are reviewed by the physician 
before he signs them. In the interest of sim- 
plicity I would suggest the following ques- 
tions as being basic to any form and adequate 
in many instances where longer ones are now 
used: 

(1) Date of first examination. Date of most 
recent examination. 


(2) Is this disability the result of sickness, 
or injury? (Check in appropriate block). If 
injury, give cause and date. 

(3) Diagnosis. 

(4) Complications. 

(5) What operation has been performed? 
When? 
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(6) In your opinion is this reported illness 
or injury sufficiently disabling to prevent 
the employee from working? Yes— No—. 

(7) When, in your judgment, should this 
employee be able to return to work? 

(8) Please indicate if you wish the Com- 
pany to contact you with respect to rehabili- 
tation of this employee. 

(9) Supplementary remarks: (any informa- 
tion not mentioned and having a bearing 
upon the diagnosis and length of disability). 


4. At what intervals is certification indi- 
cated? No simple answer suffices here, for 
many factors influence the element of fre- 
quency. I can only suggest and urge that the 
number be kept at a minimum consistent 
with the nature of the case and sound ad- 
ministrative practices. Individualization of 
each case rather than certification at routine 
intervals seems appropriate and should be 
adequate. For a good many years in my own 
Companies we have required certification at 
two-week intervals in all absences lasting over 
seven days. We have reviewed our experience 
and are instituting a new practice whereby 
the company physician reviewing the certifi- 
cate will request certificates, subsequent to 
the initial one, entirely on the basis of all the 
facts relevant to the case. It has been expe- 
rience elsewhere that requests are thus sub- 
stantially reduced. One measurable by-prod- 
uct is a more accurate and detailed report 
by the attending physician who realizes that 
the forms are not merely matters of routine. 
Cooperation thus supplants irritation. Usable 
information succeeds the oft noted,—‘‘See for- 
mer reports.” 


5. What values accrue to the interested 
parties by accurate and prompt reporting of 
disability? The carrier can place accurate val- 
ues on his financial condition,—are premiums 
adequate?—are reserves adequate? With 
sound financing the patient is assured of pay- 
ment of benefits. The fee paid by the carrier 
to the physician is closely allied with these 
same questions; and, by the same token, the 
fee that may be paid directly by the patient 
to the physician. 

Jobs must be planned ahead. People must 
be available to fill them. Reserve forces must 
be maintained to cover the absent employee. 
These are costly. The higher these costs, the 
higher the price of the end product purchased 
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by the consumer. Granting the irreducible 
minimum of absences, planned and un- 

lanned, industry often carries too heavy a 
burden of prolonged or unnecessary absences. 
Where industry provides a sickness and acci- 
dent plan for its employees there is an im- 
plied and inherent right that it must have 
adequate information about the sick employee 
to justify sickness payments and to plan its 
force and work load. Regardless of the nature 
of the insurer’s plan, nothing dictates to the 
insured the right to receive sickness or acci- 
dent pay if he is able to work without harm 
to himself and without hazard to the health 
and safety of his fellow workers. 

Furthermore, accurate morbidity and mor- 
tality statistics enable the insurer to place 
proper emphasis on those areas requiring at- 
tention. Statistical studies on the causes of 
absence in a specific group come from the 
private physician’s certification. If his certifi- 
cate is prepared without care and thought, 
this is reflected in inaccurate statistics and 
the drawing of unsound conclusions from 
them. The physician should distinguish in 
his reports between signs, symptoms, and di- 
agnoses. Fatigue is a symptom, not a diag- 
nosis, and can only be relegated to a miscel- 
laneous, catch-bag group hiding the true 
diagnosis. If cirrhosis of the liver is secondary 
to chronic alcoholism it should be so defined. 
If hepatitis is secondary to carbon tetrachlor- 
ide poisoning, the primary diagnosis is carbon 
tetrachloride poisoning and not hepatitis, the 
hepatitis is a complication. If an accidental 
injury is thought to be related to the job it 
should be clearly defined; if not, it should 
be just as clearly defined as an off-duty in- 
jury. If a question exists as to the cause, the 
issue of responsibility is clouded without this 
question being raised so that it can be clari- 
fied when sufficient facts are at hand. Vague 
and indefinite terms should be avoided; ac- 
cepted nomenclature should be used. 

With this paper in mind I asked the medi- 
cal director? of a large insurance carrier what 
were his company’s problems with disability 
certification. Quickly and succinctly he re- 
plied: 

“1. The doctor does not make an honest 
examination, he jumps at conclusions. 

“2. The doctor sometimes does not know 
the answers so he guesses and guesses wrong. 
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“3. He is being paid by another party so 
he is on the side of the party paying the 
bill. We want the truth, whether it is favor- 
able to us or not.” 


Some comments with respect to the report- 
ing of occupational diseases appears pertinent 
to the subject under discussion. The U. S. 
Public Health Service® has the following com- 
ments to make: “Lack of agreement among 
medical and legal authorities as to what spe- 
cifically constitutes an occupational disease 
is one of the problems contributing to the 
chaotic state which characterizes occupational 
disease statistics. In general, however, it is 
accepted that an occupational disease is an 
affliction or an abnormal physiological con- 
dition attributed to a specific industrial health 
hazard, or to conditions associated with the 
working environment. Interpretations of this 
broad definition vary with the point of view 
and the purpose.” 


Workmen’s Compensation Laws usually re- 
quire that an occupational disease (as well 
as injuries) must “arise out of and in the 
course of employment.” The method of re- 
porting varies, but two broad types exist. 
Under the first scheme there is compulsory 
reporting of occupational diseases by prac- 
ticing physicians and institutions to state and 
local health authorities or at times to labor 
authorities. The second scheme calls for re- 
porting, through the filing with Workmen’s 
Compensation Commissions and Boards, re- 
ports by employers of work-connected injuries 
and of claims for disability allegedly due to 
accidents and diseases. Reportable diseases 
vary in the several jurisdictions and there 
is lack of uniformity as to whom the reports 
must be made. It is incumbent upon the 
attending physician to familiarize himself 
with his responsibilities in the jurisdiction 
in which he practices. 

Compulsory reporting of occupational dis- 
eases faces its first hurdle in the difficulty in 
diagnosing occupational diseases by the prac- 
ticing physician and the failure to recognize 
them. Dr. Mayers* clearly defined this prob- 
lem in 1952 as follows: 

“To the medical profession, the occupa- 
tional diseases are always somewhat baffling 
because they have their origins in environ- 
mental conditions which are unfamiliar. Un- 
like the community environment, where the 
medical problems have always been largely 
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epidemiologic in character, the industrial en- 
vironment, being man-made, presents prob- 
lems in fields somewhat further removed from 
the physician’s conventional training and ex- 
perience,—fields such as industrial toxicology 
or radiation, for example. 

“Very few people realize that we have no 
reliable data at the present time as to the 
statistical incidence of any of the occupational 
diseases, principally because physicians fail 
to recognize them. With the best intentions 
in the world, a physician will not report a 
case of aplastic anemia if it does not occur to 
him that it is occupational in origin. .. .” 

Many other questions are pertinent to the 
problem and I would only raise these several: 
Have you considered your patient’s illness in 
the light of an occupational origin? Have you 
really remembered to ask the Ramazzinian 
question “of what trade are you?” Have you 
jumped to the conclusion that the illness is 
occupational, just because it could possibly 
be, and thus failed to explore other avenues 
of causation? Have you related the elements 
of time and absence of disabling symptoms 
in relation to the alleged injury or possible 
occupational disease? Have you irretrievably 
committed yourself to the patient and in your 
report to a diagnosis and position that may 
ultimately prove untenable and embarrassing? 
Have you accepted the patient’s opinion as 
fact as it relates to his job causing his dis- 
ability? Superficial approaches to the answers 
to these questions damage the physician, the 
patient, and the carrier. They are productive 
of misunderstanding and, at times, unfortu- 
nate litigation. 

It would not seem inappropriate for a 
moment or two to consider the matter of 
ethics and confidential information. First of 
all I should like to point out that any dis- 
ability certificate should provide authorization 
by the patient to the physician to provide 
the carrier with the information requested. 
In my opinion no physician should sign a 
certificate without such authorization unless 
the patient’s condition does not permit him 
to sign it. These comments obviously are 
not applicable to forms of a Compensation 
Commission where our obligation is defined 
by law. Secondly, I think the physician should 
be informed by the patient or the carrier, or 
both, that he is receiving sickness benefits. 
It would not be inappropriate for the phy- 
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sician to know in what amount, for how 
long, and under what conditions such pay- 
ments can be expected to be carried out. It 
has not been uncommon in my experience 
to have a private physician say to me that 
he would not have recommended the length 
of absence he did, had he known the em- 
ployee was being paid during the absence. 
Having thus committed himself, however, he 
is in the rather precarious position of losing 
face with his patient or losing his patient 
if he changes his recommendation to him on 
the basis, “I did not know you were being 
paid.” 

No intelligent, well-informed employer 
wants an ill employee on the job. But he 
expects him to secure adequate and good treat- 
ment and he expects him to be on the job 
if he is well! Constant attention must be 
given to the problem of absenteeism by the 
management of any business. It pays divi- 
dends to the employee, to the company, and 
to the stockholder. In 1929 our four Com- 
panies had an average employee population 
of 12,905. This had increased to 29,617 in 
1954. In 1929 our sickness benefit payments 
under our benefit plan (excluding pensions) 
were $240,000; in 1954 these had risen to 
$1,500,000. In 1929 the group of four Com- 
panies averaged 271 sickness cases per 1,000 
eligible employees; in 1954 the figure was 202. 
Reviewing our severity rates, these facts be- 
came apparent: if our 1929 experience had 
remained unimproved and was applied to our 
1954 employee group, 300 more people would 
have been absent every day and our sickness 
expense would have increased by three quar- 
ters of a million dollars! The supervision of 
sickness absence, then, is obviously a man-sized 
job. The medical department within industry 
is intimately concerned with this supervision. 
If the doctor in industry is to do his job 
intelligently and well he needs and seeks the 
help of the private physician. It would seem 
apparent that fewer disturbances surrounding 
the area of medical ethics and confidential 
doctor-patient relationship would exist if the 
private physician is assured that his reports 
go directly to and are reviewed by a phy- 
sician. It has to be recognized that all carriers 
do not have such a policy of review by a 
physician and the limitation of review to lay 
personnel is a practice to be decried. Some 
nonprofessional people must handle the cleri- 
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cal and secretarial job involved in handling 
thousands of reports; these should be trained 
with the same care with which the private 
physician trains his secretary to an apprecia- 
tion of the meaning of “confidential infor- 
mation.” The interjection of an insurance 
carrier as a third party into the area of doctor- 
patient relationship creates a situation that 
has been accepted by the American Medical 
Association as being compatible with our 
principles of ethics. These may at times ap- 
pear to be disturbed by the courts and the 
Compensation Commissions, but in principle 
they remain intact and defensible. 

Congress passed a new income tax law last 
year. Among the new provisions was one ex- 
empting certain sickness allowance payments 
from U. S. Income Tax. The new law pro- 
vides that sickness allowance payments are 
exempt from U. S. Income and Withholding 
Tax, up to the rate of $100 per week after 
the first seven calendar days of absence for 
each period of illness. Payments for the first 
seven days also are exempt, if the absence is 
due to a personal injury or if the person is 
hospitalized for at least one day at any time 
during the absence. This suggests the situa- 
tion whereby an employee would net a greater 
income when off duty by virtue of illness or 
injury. It behooves the physician to be alert 
to this situation and to exercise even greater 
caution in estimating the length of any ab- 
sence from duty of any employee. 


Summary and Conclusions 


The problems of disability certification 
would be lessened by: (1) increased under- 
standing and cooperation between the car- 
rier, the patient, and the private physician; 
(2) the development of uniform simplified 
forms by the carrier; (3) the reduction of 
frequency in securing forms where indicated 
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and practical; (4) the acceptance by the phy- 
sician of his responsibilities to all parties con- 
cerned; (5) increased study and knowledge 
in the field of occupational disease reporting; 
(6) acceptance of the fact that confidential 
relationships and medical ethics need not be 
disturbed by the presence of the third party. 


In conclusion, I would suggest that respon- 
sible groups such as this Section of the South- 
ern Medical Association, the American Medi- 
cal Association, the Industrial Medical Asso- 
ciation, the American Academy of Occupa- 
tional Medicine, and others might join hands 
with the insurance carriers in exploring these 
problems further. 
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Discussion (Abstract) 


Dr. J. M. Bosworth, Atlanta, Ga. Insurance com- 
panies want the truth, let the chips fall where they 
may. We do not resent paying just bills. We resent 
the confusion that occurs in the disagreement of highly 
professional men. This is a big problem. It is one of 
the biggest problems in industrial medicine today. 


Unfortunately, you people who are here and listen- 
ing to these papers are probably not the ones who 
ever make the mistakes. The big fact is that the 
people who make the mistakes do not read the Journal 
and usually do not come to meetings. If any of you 
here have any suggestion as to how to overcome that 
particular problem, I certainly would welcome them 
at the end of this meeting, so that I can pass them 
on to your next chairman. That is the biggest problem 
that we have, getting this kind of information, and 
getting it into the hands of the people who commit 
the errors. They are not committed by the people 
who come and take interest and listen and learn. 
They are committed by the people who seem totally 
disinterested in anything except their own personal 
business and affairs. 


On to Washington — 50th Annual Session 


November 12-15 
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Present Status of Hip Joint 


Replacements’ 


REX L. DIVELEY, M.D.,t Kansas City, Mo. 


The subject of hip joint replacements is reviewed with the 


addition of the author's experience in this field. 


ARTHROPLASTY OF THE HIP JOINT was intro- 
duced and popularized by J. B. Murphy! as 
early as 1912. The operative technic was per- 
fected and modified by Campbell,” * Albee,* 
and Baer.*: * The procedure consisted of shap- 
ing the two surfaces of the deformed hip joint 
and the interposition of tissue to prevent re- 
ankylosis and to form new joint surfaces. 


Review 


Speed and Knight,’ in 1944, reported on 
225 fascial arthroplasties of the hip, stating 
“As shown by a rather substantial portion of 
the cases, despite graduated exercises and pro- 
tective weight bearing, the atrophy and osteo- 
porosis increase, with a consequent gradual 
absorption of the head and neck, until at 
least a portion of the pressure force is shared 
with the trochanteric surface. Practically all 
the hips observed for a period of ten years or 
longer manifested considerable sclerosis and 
degenerative changes. Some of these were 
associated with considerable decrease in func- 
tion, as evidenced by pain, muscle spasm, and 
gradually restricted motion.” 


After approximately 15 years of experimen- 
tation with materials to be used for inter- 
position between the two hip joint surfaces, 
Smith-Peterson® reported his Vitallium cup 
arthroplasty in January, 1939. 


This procedure became popular, and the 
end results today are very good in carefully 
selected cases. Again quoting Speed and 
Knight,? “From our experience with mold 
arthroplasties, it appears that the interposition 
of the Vitallium cup definitely decreases the 
absorption and wearing away of the head and 
neck of the femur, and the anatomy of the 

*Read before the Section on Physical Medicine and Rehabili- 
tation, Southern Medical Association, Forty-Ninth Annual 


Meeting, Houston, Tex., November 14-17, 1955. 
tFrom the Dickson-Diveley Clinic, Kansas City, Mo. 


joint is much more normal than following 
fascial arthroplasty and the stability is un- 
questionably better.” 


In 1950, Jean and Robert Judet® of Paris 
described a special procedure for arthroplasty 
of the hip: A “resection-reconstruction” oper- 
ation in which the head of the femur is re- 
sected and replaced with a plastic prosthesis. 


The American surgeons accepted this op- 
erative procedure with enthusiasm, and within 
approximately three years over 6,000 hip pros- 
theses had been inserted by 466 orthopedists 
and some 40 different types of prostheses had 
been devised by as many surgeons. 


In 1952, the American Academy of Ortho- 
pedic Surgeons made a survey? on the use of 
femoral head prostheses. The indications, 
complications, and conclusions of this survey 
are enumerated for your information: 

Indications in order of usage: 

1. Nonunion of neck of femur 

2. Aseptic necrosis 

3. Osteoarthritis 

4. Fresh fractures in aged 

Complications in order of occurrence: 
. Dislocation 
Infection 
. Fracture (shaft or trochanter) 
Pain 
Loose prostheses 
Broken prostheses 
usions from survey: 
Too many prostheses are being used for 
too many indications. 
The trend is toward the abandonment of 
the Judet prosthesis made of acrylics. 
There is increased use of intramedullary 
types of prostheses. 
. The Gibson or posterior operative ap 
proach is the most popular. 

5. Indications are becoming more definite. 
6. Complications are too great. 


Approximately two years later a second sur- 
vey!! was carried out through the membership 
of the Academy. After a four year period 
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since the introduction of this procedure, 8,155 
prostheses had been inserted by 550 members 
of the Academy replying to the questionnaires. 
This survey showed a swing to the all metal 
and intramedullary type of prosthesis. 
Indications in order of frequency: 

1. Nonunion 

2. Arthritis 

3. Aseptic necrosis 

4. Fresh fractures of head and/or neck of 

femur 


Complications in order of occurrence: 
1. Protrusion of stem on lateral shaft 
Stiffness 
Dislocation 
. Fracture of femur 
Broken prosthesis 
6. Pain 

The conclusions which were drawn by Dr. 
Claude Lambert, chairman of the committee 
on this 1954 survey, were as follows: 

“From the whole survey, it would indicate 
that more men are using prostheses, or at least 
more reported so, but there does not seem to 
be the wild enthusiasm that there was two 
years ago. Indications are becoming a little 
bit more strict, technic is a little better, and 
the types of prostheses are settling down to 
three types in general: 

1. Original Judet of acrylic with latest modifica- 
tion 

2. Metallic version of Judet 

3. Metallic intramedullary type.” 

Our experience with the femoral head re- 
placement procedure dates back to 1948, when 
we spent some time with the Judets and Pro- 
fessor Robert Merle d’Aubigne, studying their 
methods and observing the cases operated 
upon after the lapse of a couple of years. The 
point in question, even at this early date, was 
whether the reconstructed hip would with- 
stand the wear and tear of usage in a weight- 
bearing joint. 

It has been my good fortune to return to 
these clinics each year and observe these pa- 
tients which, at this writing, have been ex- 
amined over a period of approximately seven 
years. 

The technic of the operation and the type 
of prosthesis used has been changed many 
times during this period. Judet, at the present 
ume, is using a stemmed acrylic prosthesis 
with an oblique plane femoral head which 
rests on the neck in a valgus position. Pro- 
fessor Merle d’Aubigne is now using a pros- 
thesis of which the head is constructed of 
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acrylic material on an intramedullary stem 
of steel. 


The French,!* as well as the British sur- 
geons are becoming much more conservative 
in the use of this operation. They have given 
the procedure a thorough trial for every 
known hip abnormality, and are now selecting 
their cases very carefully. As one French sur- 
geon mentioned this summer, “We here in 
France have passed through the stage of acrylic 
delirium. It is still a good procedure in care- 
fully selected cases.” 


Case Material 


Our first case was operated upon three and 
one-half years ago and has remained our most 
successful and efficient case. From our ob- 
servation in other series of this procedure, 
we felt that the cases must be very carefully 
selected. Therefore, our group over this three 
and one-half year period is rather small. 


We have operated on 59 cases for the fol- 
lowing conditions: 


Nonunion of neck of femur 24 
Fresh fractures of neck of femur (in aged) 15 
Arthritis 
Aseptic necrosis 
Old slipped epiphysis 
Unrecognized fracture of neck of femur 
Average age—65.5 years 
Age range—13 to 86 years 
Two patients had bilateral operations. 
Two patients had an acrylic replacement on one 
side and a cup arthroplasty on the other. 
One patient had an acrylic replacement on one 
side, then a Smith-Peterson nailing on the other for 
a second hip fracture. 


_ 


Three patients had contracture of the hip and re- 
quired adductor tenotomy before the replacement. 


Complications: 
Dislocation of hip with prosthesis 3 
Broken prosthesis 3 
Judet acrylic prosthesis replaced by 
intramedullary prosthesis 3 
Infection 1 
Results: 
Good 
(but observed less than 6 months) 8-13 per cent 
Poor 3-5 per cent 
Fair 16-28.3 per cent 
Good 22-37 per cent 
Excellent 9-15 per cent 
Death (at end of 70 days) 1-1.7 per cent 


You, as physiatrists, will be interested in 
the plan of postoperative follow-up in these 
cases, and when you should enter the period 
of treatment. 
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In this type of procedure we have no bone 
repair taking place. Therefore, we may begin 
mobilization as soon as the primary healing 
of soft parts is advanced. 

Following the operation a rotational plaster 
boot with a cross bar is applied to hold the 
foot and leg in a neutral position and to pre- 
vent external rotation which generally results 
in postoperative hip dislocation. 

After a period of 10 days you, as physi- 
atrists, should be called in to institute and 
supervise mild passive motion of the hip and 
knee on the affected side, this with the ro- 
tational boot still in place. At the end of 
two or three weeks the rotational boot is re- 
moved and supervised active motion of the 
hip, knee, and foot is begun. The muscles 
of internal rotation especially should be ac- 
tively exercised and strengthened to avoid ex- 
ternal deformity of the leg and hip with the 
subsequent dangers of dislocation. At the end 
of three to four weeks the patient can be 
started on weight bearing in a walker or on 
crutches. 


All motions of the hip, adduction, abduc- 
tion, flexion, extension, as well as internal 
and external rotation must be maintained and 
weight bearing increased until the crutches 
can be discarded in 6 to 10 weeks if the sub- 
sequent x-ray films show the prosthetic head 
normally seated in the acetabulum. 


Conclusions 


From the observations of other series and 
from our own experience of hip joint replace- 
ment, the following conclusions can be drawn: 

1. The intramedullary type of prosthesis 
would seem to withstand the strain of the 
weight-bearing hip joint better than the 
stemmed Judet type. Most of our early cases 
are showing much wear around the stem of 
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the prosthesis, and as the prosthesis becomes 
loose the pain in the hip increases and the 
stem protrudes from the lateral cortex of 
the upper femur. 


2. It would appear that the primary indi- 
cation for the use of this procedure is in fresh 
fractures of the femoral neck in the aged, and 
especially where this fracture is high and ex. 
tends into the cartilage of the head. This re. 
placement is no more shocking than a simple 
nailing and allows the patient to be ambula- 
tory in much less time. Again, the inserted 
prosthesis will at best outlast the expectancy 
of the patient, and aseptic necrosis and arth- 
ritis will not be a complication. 


3. The procedure of femoral head replace- 
ment is not the single answer for all painful 
and disabled hips. Arthrodesis, displacement 
osteotomy, cup arthroplasty, and the various 
hip joint reconstructive procedures are still 
operations which have proved of value over 
the years. Each case must be carefully evalu- 
ated and the procedure used which will give 
the best end result. 
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The Effect of Puromycin against 
Entamoeba histolytica and Other 
Intestinal Parasites 


MARTIN D. YOUNG, Sc.D., and JOE E. FREED, M.D.,t Columbia, S. C. 


The authors present their experiences with a new antibiotic 
in the treatment of intestinal parasitism. 


PuROMYCIN, AN ANTIBIOTIC isolated from the — of protozoa. For Enterobius vermicularis cel- 
mold Streptomyces alboniger, has been shown _ lulose tape swabs were used. 

to be active against certain protozoan parasites The criterion of cure was the absence of 
such as Trypanosoma equiperdum, T. cruzi _ protozoa on three or more examinations done 
(Hewitt and associates'), Toxoplasma gondii _at least two days apart starting four days or 
in mice (Christen and Thiermann,? Eyles and _ more following the last day of treatment using 
Coleman, and Entamoeba histolytica in the the above methods. For those showing elim- 
guinea pig (Taylor, Sherman and Bond‘). ination of parasites, examinations also were 
Faiguenbaum and Alba® showed a high rate done four to six weeks after treatment. For 
of cure in 60 patients with symptomatic ame- _— worms the zinc-sulfate concentration method 
biasis in Chile. Because of its indicated ac- was used, starting no earlier than one week 
tivity this drug was included in our program after the end of treatment and examining into 
of searching for better parasiticidal drugs to _ the third and fourth weeks thereafter; in addi- 
treat infections in mental patients. The pres- tion, cellulose tape swabs were used for Enter- 
ent report presents the results in 38 cases of — obius. 


infection with various intestinal parasites. All of the patients were adult females. 


Material and Methods Me. histolytica infections were 
The puromycin hydrochloride used was in Results 
capsules containing 100 mg. each.* Various ; ' 
regimens were tried starting with small doses The results of the different regimens are 
and increasing the dosage until clearance of | Shown in table 1. 
certain parasites was obtained. The drug was The lower dosages eliminated some but not 
given twice daily after meals without any all of the E. histolytica infections. The regi- 
preparatory or post-treatment procedures. men of 0.5 Gm. puromycin twice daily for 
Several stool specimens were obtained be- 4 days, a total of 4 Gm., eliminated all of 14 


fore treatment. The presence of parasites was E. histolytica infections treated. This regimen 
determined by microscopic examinations us- WS superior to 4 Gm. given over a 10 day 
ing simple and iodine-stained smears, concen- period. 

tration by zinc-sulfate, and culturing in case Of particular interest was the effect of the 
drug upon the other intestinal protozoa. The 
Welfare, Public Health Service, National of of 2.0 Gm. in 5 days and both 4 Gm. 


National Institute of Allergy and Infectious Diseases, Labora. i l 
tory of Tropical Diseases, P, O. Box 717, Columbia, S. C., and regeacms cleared out all of the 37 ara 
the South Carolina State Hospital, Columbia, S$. C. infections as follows: 13 Entamoeba coli, 10 


*The puromycin was supplied to us as Stylomycin for testing . : 
by Lederle Laboratories through the courtesy of Drs. Redginal Endolimax, LJ odamoeba, 6 Trichomonas ho- 
Hewitt and Stanton M. Hardy. We wish to thank the following 


fort their cooperation and help: Dr. Edward M. Bure, Dr Wit minis, 5 Chilomastix, and 2 Giardia. 

Carolina State Hospital; Dr. G. Jelfery Me ie There were three Enterobius infections. 
Mr. J. Harrison, and Miss Jeanie M. Holmes of the Labo- 


ratory of Tropical Diseases. Two treated with the 4 Gm. regimen in 4 
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TABLE 1 


THE RESPONSE OF INTESTINAL PARASITES TO 
PUROMYCIN USING FIVE DIFFERENT REGIMENS. 
DRUG GIVEN TWICE DAILY 


Dosages: 
Daily grams 0.2 0.2 04 04 1.0 
Number days 4 10 5 10 4 
Total grams 08 2.0 2.0 4.0 4.0 
Infections Elim*/ Elim/  Elim/ Elim/ Elim/ 

treated treated treated treated treated 

E. histolytica 3/4 4/6 5/5 3/6 14/14 
E. coli 2/4 4/6 1/1 4/4 8/8 
E. nana l/l 2/2 5/5 5/5 
I. butschlii 0/1 1/1 
T. hominis 0/1 0/1 1/1 2/2 3/3 
C. mesnili 1/1 2/2 2/2 
G. lamblia 1/1 1/1 
Hookworm 0/6 0/1 0/2 0/2 0/5 
S. stercoralis 0/5 
T. trichiura 0/7 0/3 0/3 0/3 0/6 
E. vermicularis 0/1 2/2 


*Elim—Eliminated 


days were eliminated but one infection treat- 
ed with 2 Gm. in 10 days was not removed. 

None of the 16 hookworm, 5 Strongyloides, 
or 22 Trichuris infections were eliminated. As 
quantitative counts were not done, it is not 
known whether the worm burdens were re- 
duced but there was no evidence, such as 
adult worms passed, which would indicate 
activity. 

The patients took the drug well. There 
were no ill effects which could be attributed 
to the puromycin. 
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Summary 


Puromycin was shown to be efficacious 
against asymptomatic infections of Entamoeba 
histolytica. Four grams given over a 4 day 
period eliminated infections in the 14 pa. 
tients tried. Lower daily or total dosages 
eliminated 15 of 21 infections with E. histo- 
lytica. 

The drug in total dosages as low as 2.0 
Gm. given in 5 days also removed all of the 
other intestinal protozoa present, totaling 37 
infections. 

Of three Enterobius infections, the two 
given the 4 Gm. in 4 days regimen were 
eliminated. No effect was demonstrated 
against hookworm, Strongyloides, or Trichuris. 


The drug was well tolerated. No untoward 
effects were observed in the 38 patients 
treated. 
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Clinical Evaluation of a New 
Compound for the Treatment of 


P inwor m Inf estation: Preliminary Report 
WAYNE YEAGER, M.D., Moss Point, Miss. 


The evaluation of any treatment for pinworm infestation is very difficult because of the high 
frequency of reinfection. More studies with this new drug will be necessary 


before final conclusions can be reached. 


As KEAN! HAS SO CLEARLY POINTED OUT, the 
clinical management of infestation with pin- 
worms is often disappointingly unsuccessful 
despite the existence of a number of com- 
pounds known to be partially active against 
Enterobius vermicularis. The need for more 
effective agents of this type is thus evident. 


The purpose of the present paper is to 
report on experience with a new compound,* 
(m-Allyloxyphenylcarbamylmethyl) dipropyl 
(p-chlorobenzyl) ammonium chloride mono- 
hydrate, tentatively designated as Ro 2-5655/3. 
This substance was selected for clinical study 
because of its high activity against Syphacia 
obvelata,? the natural pinworm of mice, and 
because of its low toxicity in animals.* 4 


Children selected for this investigation 
ranged in age from two to eight years. Diag- 
nosis was established simply by the presence 
of female adult worms about the anus, as 
reported by the parent. This was usually 
noted at night after the child had been in 
bed for two or three hours. After treatment 
the cellophane tape test for ova was employed 
weekly for eight weeks. If no recurrence was 
observed and the cellophane tape test re- 
mained negative, the patient was considered 
cured, i.e., completely relieved of all worms 
and ova, and the treatment was classified as 
“successful.” 


In keeping with our view that simplicity 
of management is paramount, ancillary meas- 
ures, such as the use of sealed pants or other 
special garments, and hand restraints were 
not prescribed. By the same token, and be- 
cause cooperation of the parents and other 
relatives seemed doubtful, complete eradica- 


*Provided the Hoffmann-La Roche Inc., 


b 
Roche Park, Nutley 10, 


tion of ova in the household was not at- 
tempted. Simple instructions in hygiene of the 
perianal area, hands, fingernails and clothes 
were, however, given to family contacts as 
well as to those children old enough to co- 
operate. 


The first group of 18 patients was treated 
with Ro 2-5655/3 by mouth with a dosage 
of 30 mg. per Kg. per day for three days. 
No signs of toxicity occurred. Results in the 
relief of the worm burden are summarized 
in table 1. 


The second group was treated with 40 mg. 
per Kg. per day for three days (Table 2). 
Three of these subjects (11 per cent) com- 
plained of mild stomach cramps on the second 
day but completed treatment. 

The third group was treated with Ro 
2-5655/3, 50 mg. per Kg. per day for three 
days. There were 12 subjects in this group. 
Five patients complained of moderately se- 
vere cramps and mild diarrhea on the second 


TABLE 1 


RESULTS IN SUBJECTS TREATED WITH Ro 2-5655/3, 
30 MG./KG. PER DAY FOR THREE DAYS 


Number Percentage 
Successful 13 72 
Unsuccessful 5 28 
Total 18 100 


TABLE 2 


RESULTS IN SUBJECTS TREATED WITH Ro Ean 
40 MG./KG. PER DAY FOR THREE DA 


Number Percentage 
Successful 25 89 
Unsuccessful 4 ll 
Total 29 100 


— 
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day and were unable to complete treatment. 
However, the other 7 children completed 
treatment and were cured. Because of the 
mild gastrointestinal side effects, no further 
subjects were treated at a dose of 50 mg. per 
Kg. No systemic reactions were noted at any 
time in the study. 


Discussion and Conclusions 


Analysis of findings in this study indicates 
that Ro 2-5655/3 is an effective drug against 
Enterobius vermicularis infestations. The op- 
timum dosage level appears to be between 
40 and 50 mg. per Kg. per day. Treatment 
should be carried on for at least three days. 
At 40 mg. per Kg. per day of treatment with 
Ro 2-5655/3, cures can be expected in ap- 
proximately 90 per cent of subjects infested 
with pinworms. About 10 to 11 per cent of 


MAY 1956 


patients treated will complain of moderate 
stomach cramps which clear promptly when 
the drug is stopped. 


Further study should be carried out to test 
the effectiveness of Ro 2-5655/3 in the treat- 
ment of pinworms. It is hoped that this small, 
preliminary study will interest and stimulate 
other investigators to further evaluate this 
promising anti-pinworm compound. 


Bibliography 


1. Kean, B. H.: The Treatment of Enterobiasis (Oxvuriasis), 
The Need for a Special Sleeping Garment, J. Pediatrics 
43:47, 1953. 

2. Soo-Hoo, G., and Schnitzer, R. J.: Unpublished Data, 
Chemotherapy Laboratory, Hoffmann-La Roche, Inc., 
Roche Park, Nutley, New Jersey. 

8. Schnitzer, R. J.: Unpublished Data, Chemotherapy Labora- 
tory, Hoffmann-La Roche, Inc., Roche Park, Nutley, New 
Jersey. 

4. Benson, W.: Unpublished Data, Pharmacology Department, 
Hoffmann-La Roche, Inc., Roche Park, Nutley, New 
Jersey. 


Every Member of the 


Southern Medical Association 


get a 


New Member! 


VOLUME 49 


541 


AORTOGRAPHY 


Visualization of the abdominal aorta and its 
branches by injection of radiopaque material 
directly into the aorta via a translumbar route 
apparently was first described in Portugal, in 
1929. In 1942, Nelson! and Doss, Thomas and 
Bond? employed it for the visualization of 
abdominal organs. By 1951, Smith, Rush and 
Evans* interested in diseases of the kidney, 
had done about 1,000 aortic punctures with- 
out fatalities and without significant mor- 
bidity. 

The use of translumbar aortography re- 
ceived a great impetus by the studies of Smith 
and his associates. As indicated they used this 
procedure in many instances without un- 
toward results. In order to learn of its effects, 
as part of their study they did aortic punc- 
tures on about 70 patients who were dying of 
uremia, cancer, or malignant hypertension. 
These punctures were done as short a time 
as possible before anticipated death. Autop- 
sies were obtained in 36 instances, examina- 
tion being done 6 hours to 24 days after 
puncture. In only six of the 36 was there 
blood outside the aorta at the site of punc- 
ture, no collection being larger than a golf 
ball. In three the needle had penetrated 
through an atheromatous plaque without 
bleeding. In most instances the place of punc- 
ture could not be found. 

Smith, Rush and Evans recommended that 
aortography be done under thiopental or 
spinal anesthesia, preferably the former. The 
contrast medium may be any of the iodides 
used in excretory urography. They prefer that 
the site of puncture be at the level of the body 
of the twelfth dorsal vertebra. The rate of 
injection of the contrast medium and its cor- 
relation with the x-ray visualization of the 
abdominal aorta, its branches, and the ab- 
dominal organs is of course of exceeding im- 
portance, since visualization is desired at the 
time of the maximum concentration of the 


1. Nelson, O. A.: Arteriography of Abdominal Organs by 
Preliminary Report, Surg. Gynec. & Obst, 
2. Doss, 'A. K., Thomas, H. C., and Bond, T, B.: Renal 
sueeriography, Its Clinical Value, Texas J. Med. 38:277, 


3. Smith, Parke G., Rush, T. W., and Evans, Arthur T.: 
of Translumbar Arteriography, J.A.M.A. 


contrast medium in the aortic vascular system. 
Aortography was taken up and developed 
first by the urologists for its aid in the diag- 
nosis of renal lesions. It proved to be of aid 
in the diagnosis of renal cysts, neoplasms, 
hydronephrosis, such development defects as 
hypoplasia and agenesis, and in anomalous or 
aberrant arteries. It found a lesser place at 
times in the evaluation of hepatic, splenic 
and other intra-abdominal disease. 


In the past several years, the increasing suc- 
cess and frequency of vascular grafting proce- 
dures has made aortography a useful tool in 
the diagnosis of the lesions of the abdominal 
aorta and the iliac arteries and the extent of 
disease which may be of importance in plan- 
ning the surgical attack. The demonstration 
of collateral circulation and its degree may 
be highly important. Thus the extent of an 
aneurysm of the abdominal aorta may be 
determined. The Leriche syndrome of inter- 
mittent claudication, fatigue of the lower 
extremities, impotence, .ztrophy of the lower 
extremities and their pallor is probably more 
common than is realized. This chronic 
thrombotic obstruction of the abdominal 
aorta and/or iliac arteries can be demon- 
strated by aortography and is now amenable. 
to aortic resection and replacement by a graft. 

The use of aortography in youthful hyper- 
tensive patients at the Cleveland Clinic* has 
revealed several instances of stenosis of the. 
renal arteries and the resultant equivalent of 
the Goldblatt kidney. Replacement of the 
narrowed renal arteries by arterial grafts has 
restored the blood pressure to normal levels. 

Here then, is a useful tool in diagnosis and 
prognosis. It is not, however, a procedure that 
anyone may undertake lightly. The need for 
experience in technic, the correlation of tim- 
ing of injection to x-ray exposure and lastly 
the proper and skilled radiographic interpre- 
tation make it a highly specialized procedure. 
Though aortography is being done with in- 
creasing impunity an occasional unfortunate 
accident is a sobering experience. Such reac- 
tions are reported occasionally. 


4. Personal communication. 
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HOME CARE FOR THE 
CHRONICALLY ILL 


The control of the infectious diseases 
through public health measures, immuniza- 
tion, and cure by antibiotics, and of condi- 
tions responsive to definitive surgical attack 
permitted through advances in technic, post- 
operative care, and anesthesiology has resulted 
in a by-product posing great social, economic 
and medical problems. The problems in the 
main are summed up in one fact,—an aging 
population. Only in the past decade, as the 
result of the advances in medical science, 5 
years have been added to life expectancy. And 
with this continuing trend it is predicted that 
one person in ten will be over the age of 
65 years by 1970. 


As pneumonia, “the friend of the aged,” is 
defeated in the oldster suffering from myo- 
cardial inadequacy or pulmonary emphysema, 
and as carcinoma of the bronchus or colon 
is successfully resected, the patient is permit- 
ted to develop progression of heart disease, 
the complications of pulmonary emphysema 
and the disabilities of cerebral arterioscle- 
rosis. The care of those ill of the degenerative 
diseases as well as those suffering from chronic 
illnesses unrelated to age, rheumatoid arth- 
ritis for example, presents a problem to so- 
ciety and the medical profession. We have 
become so oriented to hospital care that our 
first thought in caring for these and other 
chronic conditions is hospitalization. 

But it is here that new thoughts are being 
fostered,—or are they new,—is it not a case of 
re-orientation in thinking? If the per diem 
cost in the modern well-equipped and well- 
staffed hospital is upwards of twenty dollars, 
how is hospitalization for the chronically ill to 
be financed? Not only is the period of hospi- 
talization predictably longer than in acute 
disease, but the patients involved are by the 
circumstances of age and/or disability a non- 
productive group in the economic sense. The 
increasing economic burden of the care of 
sickness in an aging population can well be- 
come a back-breaking one for the productive 
worker. 

These are the facts of background and ex- 
perience, as well as vision to the future, that 
are leading many of those in the medical and 
paramedical fields into a re-orientation of 
thinking and approach to a growing problem. 
This re-orientation is to home care,—an in- 
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teresting reversion to the past, but an im. 
perative one. Time was, which many of us 
recall, when the patient who had a cerebro. 
vascular accident, or who was in cardiac fail- 
ure, or the like, remained at home to be called 
upon by his family physician. The pendulum 
is swinging now to a modification of this 
former custom, and will be forced upon so. 
ciety by the sheer weight of economics. 


The minority of the population who fall 
into either the well-to-do or the moderately 
well-to-do are turning more and more to 
nursing homes for the care of the aged and 
infirm in their families, being unable to afford 
a prolonged drain on their funds by hospi- 
talization in the general hospital. The wage- 
earner with such problems perforce falls 
quickly into the medically-indigent group to 
join the truly indigent in adding to the 
mounting costs of care in the charitable hos- 
pital. Federal taxes alone support a massive 
program of care of the chronically ill in the 
Veterans Administration Hospitals at a cost 
of about twenty dollars a day. 


To many of those whose training has an- 
chored their thinking in the treatment of 
disease to the hospital only, the word “home- 
care” causes a shudder. But the experience 
of a number of experiments in this field, now 
going into periods of five to ten years, indi- 
cate that they are entirely feasible. They 
involve, however, the use of a number of para- 
medical disciplines. Visiting and public health 
nurses provide means of carrying out the doc- 
tor’s orders and training the family in home 
care. Social and other workers aid in working 
out social and economic aspects of the prob- 
lems encountered. Rehabilitation must have 
a prominent place in such a program, not 
with an aim to getting a person back to work, 
but rehabilitation in terms of self-care. Expe- 
rience has shown that much can be done 
with the hemiplegic and arthritic patient, for 
example, in training him in dressing, eating, 
bathing and caring for toilet necessities, there- 
by relieving the family of these burdens. It is 
essential that there be such arrangements that 
a patient may be hospitalized immediately if 
necessary. 


This discussion of needs and aids is not 
theoretical. Several programs have already had 
experience for a number of years in this field, 
and new ones are springing up about the 
country, even involving rural areas. Some are 
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based on a general hospital, the home care 
costs being financed through philanthropic or 
public funds. Other programs are major func- 
tions of city and county health departments. 
In any event physicians are being paid for 
their part in the program, and organized 
medicine has cooperated in these experiments. 

Any interesting facet of the problem lies 
in the field of medical education. Medical 
students in some places are being introduced 
to these programs, not necessarily as an intro- 
duction to general practice, but rather as an 
educational experience in the problems which 
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face him in practice, irrespective of the type 
he may enter. An education, in other words, 
of what is feasible in one home, how the doc- 
tor will need to cooperate with and use more 
and more of paramedical services, and how he 
will need to employ, in a relatively new field, 
the service of rehabilitation in other than 
the field of orthopedics, let us say. 

Home care is a fact to be reckoned with in 
the future, and we as doctors may as well be- 
gin to think in such terms whether pleasing 
or not. 

EpITor 


Type | Lobar Pneumonia Treated With Concentrated 
Pneumococcic Antibody (Felton) * 


“A primary consideration in evaluating a specific 
therapeutic agent for the treatment of lobar pneu- 
monia is the determination of its effectiveness in sav- 
ing life. A large amount of data has been accumulated 
by investigators who sought to determine the effect of 
Felton’s concentrated pneumococcic antibody on the 
mortality from the disease. . . . the fatality rates from 
type I lobar pneumonia obtained in controlled clinical 
therapeutic trials in New York and Boston, shows 
that this antibody has a consistently beneficial effect. 
It is noteworthy that, as with other immune specific 
measures, the best results are obtained following 
treatment early in the disease. 


“At the Boston City Hospital, during the period 
from November 15, 1929 to June 30, 1930, essentially 
all patients having, or suspected of having, lobar 
pneumonia were examined clinically and_bacterio- 
logically. Whenever a determination of type I pneu- 
mococcus was made, that case was entered as one of 
the series to be studied. Each alternate patient in this 
series received Felton’s concentrated pneumococcic 
antibody. Twenty-eight of a group of fifty-nine pa- 
tients with type I lobar pneumonia were thus given 
concentrated antibody administered according to a 
plan calculated to secure the maximum clinical effect, 
and all fifty-nine patients were carefully observed with 
the question of symptomatic improvement in mind. 


“In the great majority of instances the type of 
pneumococcus was ascertained within six hours of the 
time sputum was first obtained. The Sabin stained 
slide agglutination reaction with peritoneal exudate 
withdrawn by capillary pipet from the live mouse 
was used for the rapid determination of the pneumo- 
coccus type. In addition, sputum from each patient 
was examined one or more times by the usual eighteen 
hour mouse method. Blood cultures were made as a 


*Sutliff, W. D., and Finland, Maxwell: Type I Lobar Pneu- 
monia Treated With C t ; i i 
(Fehon), 148 Pneumococcic Antibody 


routine on admission and at intervals throughout the 
febrile course of the disease. . . . The direct precipi- 
tation test, the clear urine being used against the 
usual typing serums, also gave a rapid result in a 
number of instances. 

“Concentrated bivalent antibody, potent in mouse 
protection tests against pneumococcus types I and II, 
was used for treatment. . . . The potency of the con- 
centrates ranged from 2,000 units to 6,000 units per 
cubic centimeter against type I, and from 2,000 to 3,000 
units per cubic centimeter against type II. 

“The effective dosage of Felton’s concentrated anti- 
body has been stated by various authors. Cecil and 
Sutliff recommend 100,000 units during the first 
24 hours of treatment. Park recommends from 50,000 
to 100,000 units during the first 24 hours of treat- 


In the cases here reported the total amount of serum 
administered was made dependent on the stage of the 
disease at which treatment was begun. The smallest 
amount was given to patients treated within 24 hours 
after the onset of the disease, and multiples of this 
amount were used in patients first treated on the suc- 
ceeding days... . 


Effects of Treatment On the Disease 


“Duration. Specifically, 17 of 18 treated patients 
showed a marked fall in temperature within 30 hours 
after the type of pneumococcus was determined and 
treatment was begun. . . . The patients that received 
concentrated antibody early in the disease had a fall 
in temperature to nearly normal, on the average, from 
20 to 24 hours after they were typed and treated, 
while the untreated patients showed, on the average, 
a similar temperature drop from 48 to 144 hours after 
the determination of the pneumococcus type. .. . 

“Symptoms of the acute disease, such as cyanosis, 
dyspnea, pain in the chest and delirium, disappeared, 
and marked improvement was manifest, . . . The reg- 
ular and early symptomatic improvement following 
the administration of concentrated antibody before 


a} 
| 
i] 
| 


544 SOUTHERN MEDICAL JOURNAL 


the fifth day of the disease and the irregular and 
delayed symptomatic improvement in corresponding 
cases not specifically treated are clear... . 

“Bacteremia. The result of blood culture has been 
thought throughout the study of lobar pneumonia to 
be of considerable prognostic significance. The pres- 
ence of bacteremia early in the course of the disease 
is considered an indication of a severe infection. The 
presence of a bacteremia on the fourth day or later 
in the course of the disease is an unfavorable prog- 
nostic sign. Seven of the treated patients had a bac- 
teremia when they were first seen. . . . All six of the 
patients who had more than one blood culture taken 
had negative cultures after serum treatment. These 
may be compared with the six untreated patients 
whose first blood cultures were positive. Only two of 
these untreated patients subsequently had negative 
blood cultures. Also the development of positive blood 
cultures was apparently hindered by the administra- 
tion of antibody. In no instance did a treated patient 
with an originally negative blood culture develop a 
positive culture, whereas four of ten untreated patients 
whose first blood cultures were negative later had 
positive cultures. ... 

“Pulmonary Extensions. The extension of the in- 
flammatory process to a new area in the lungs is a 
clinical condition that is characteristic of a pneumonic 
process that is progressing unfavorably. . . . No cases 
were considered as showing extension, however, unless 
the new area of consolidation was clearly demon- 
strated by physical signs and by roentgen examina- 
tion. Among the treated patients no extensions were 
detected subsequent to the administration of specific 
therapy. Among the untreated patients, extensions 
occurred in four otherwise uncomplicated cases. . 


Reactions Due to Serum 


“In connection with the administration of antibody 
and, in fact, the intravenous administration of any 
foreign protein, reactions of various kinds may occur. 
On the whole, pneumococcic antibody concentrated 
by the method of Felton seldom produces untoward 
reactions. The possible types of reaction may be listed 
as (1) immediate reactions with urticarial and asth- 
matic symptoms; (2) thermal reactions, and (3) serum 
sickness. . .. 


Comment 


“It has been shown by these investigators that Fel- 
ton’s concentrated pneumococcic antibody reduces the 
death rate of type I lobar pneumonia and that it 
is especially effective when used early in the course of 
the disease. The clinical evidences of specific thera- 
peutic action of the serum are a shortening of the 
disease, an immediate effect on the bacteremia that 
may be present together with the prevention of the 
development of a bacteremia, and, finally, a diminu- 
tion in the incidence of spreading areas of consoli- 
dation. 


“A consideration of what these observations mean 
when translated to the conditions under which the 
average practitioner works brings up a number of 
practical questions. In the first place, early diagnosis 
of lobar pneumonia becomes of the greatest impor- 
tance. It is probable that, when emphasis is placed 
on early diagnosis by the physician and eventually by 
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the lay public, many more cases of lobar pneumonia 
will be recognized within the first two or three days, 
. . . Secondly, the question must be solved of deter- 
mining the type of pneumococcus as quickly as possj- 
ble. To do this requires that an adequate typing 
service be established in the laboratories of states, of 
cities, of hospitals and of private individuals. The 
medical profession should appreciate that it has at 
hand a useful specific remedy for type I lobar pneu- 
monia and that early diagnosis of pneumonia, early 
determination of the pneumococcus type, and specific 
treatment are feasible and imperative.” 


ERRATUM 


Bibliography of the article, Injuries of the Extremi- 
ties: The Most Common Among Motoring Casualties— 
Jacob Kulowski, February 1956, pp. 165-169. 
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ALABAMA 


At the annual session of the Medical Association of 
Alabama in April the following physicians who gradu- 
ated fifty years ago were honored: Drs. Herschel W. 
Bass and Miles P. Hughes, Gadsden, Dr. Walter H. 
Bell, Dozier, Dr. W. L. Box, Vernon, Dr. John T. 
Burch, Hartselle, Dr. Ellis G. Burson, Furman, Dr. 
Wilson T. Cantrell, Mentone, Dr. James O. Foster, 
Luverne, Dr. Thomas H. Gaillard, Magnolia, Dr. Paul 
E. Gwin, Jasper, Dr. Charles P. Hayes, Elba, Dr. Forest 
Lee Hester, Coatopa, Dr. Dorman M. Hicks, Cotton- 
wood, Dr. Robert L. Hill, Winfield, Dr. W. L. Mar- 
shall, Langdale, Dr. Robert L. Meharg, Alexandria, Dr. 
H. R. Morris, Birmingham, Dr. George E. Nye, Scotts- 
boro, Dr. George A. O’Connell, Anniston, Dr. Charles 
A. Olivet, Talladega, Dr. Naomi P. Underwood, Rus- 
sellville, and Dr. Reginald Van Iderstine, Daphne. 

The members of the departments of the Medical 
Staff at Birmingham Baptist hospitals have elected the 
following officers: Dr. J. M. McMahon, chief of the 
Medical Department, Dr. Gordon Ross, co-chief, and 
Dr. Leon Smelo, secretary; Dr. G. J. Roscoe, chief of 
the Surgical Department, Dr. Walter G. Haynes, co- 
chief, and Dr. B. H. Johnson, secretary; Dr. John 
Rose, chief of the Obstetrics-Gynecology Department, 
Dr. W. C. Barclift, co-chief, and Dr. W. H. Jones, 
secretary. 

Dr. William K. Freeman, manager of the Veterans 
Administration hospital in Downey, Illinois, has suc- 
ceeded Dr. Arthur H. Mountford as manager of the 
VA hospital in Tuscaloosa. 


ARKANSAS 


Dr. Fount Richardson, Fayetteville, was elected 
chairman of the Board of Directors of the American 
Academy of General Practice at the annual meeting of 
the Academy in Washington, D. C., March 19-22. Dr. 
Richardson is president of the Arkansas Medical So- 
ciety, is a member of the Council of Southern Medical 
Association representing Arkansas and has been Secre- 
tary and Chairman of the Section on General Practice 
of the Southern Medical Association. 


Dr. J. H. Burge has been appointed to the Board of 
Directors of the Bank of Lake Village. 


Dr. Robert Watson, Little Rock, was recently elected 
vice-president of the Neurosurgical Society of America 
for the coming year. 

Dr. Dale Alford, Little Rock, has been named a 
member of the Board of Trustees of All-Saints College 
in Vicksburg, Mississippi. 

Dr. A. J. Harrison has been honored as “Pioneer 
Citizen for 1956” of his home town at a meeting 
sponsored by the Chamber of Commerce. Dr. Harrison 
is a 50-year member from Springdale. 

Dr. E. D. McKnight, Brinkley, has been elected 
president of the State Board of Health. He has been a 
member of the Board for 29 years. 


Dr. F. C. Dozier, Marianna, was named vice-presi- 
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dent of the Little Rock State Health Offices. 


Drs. L. M. Godley and G. J. Womack have pur. 
chased the Manila Hospital. They opened there on 
March 1. 

Dr. Robert T. Cook, Stuttgart, was elected president 
of the Arkansas County Medical Society for the com- 
ing year. Dr. S. A. Drennen, Stuttgart, will serve as 
secretary-treasurer, and Dr. R. H. Whitehead, Sr., De- 
Witt, was named delegate to the State meeting. The 
alternate delegate is Dr. E. A. McCracken, Stuttgart. 

The Nevada County Medical Society has elected the 
following officers: Dr. Charles A. Hesterly, president, 
Dr. L. R. Turney, treasurer, Dr. O. G. Hirst, delegate, 
and Dr. Glenn Hairston, alternate delegate. 


Dr. H. K. Carrington will serve as president of the 
Columbia County Medical Society for 1956. Dr. Blake 
Crow was elected vice-president and Dr. Charles 
Weber, secretary. All the officers are from Magnolia. 


DISTRICT OF COLUMBIA 


Dr. Lowell T. Coggeshall has succeeded Dr. Chester 
S. Keefer as the Special Assistant for Health in the 
Department of Health, Education and Welfare. Dr. 
Coggeshall will be on leave from the University of 
Chicago where he has been Dean of the University of 
Chicago Division of Biological Sciences, which includes 
the University’s Medical School, since 1947. 

A committee of the Scientific Council of the Ameri- 
can Heart Association has drawn up a guide for the 
establishment and operation of blood vessel banks en- 
titled, “Recommendations for the Establishment and 
Maintenance of a Blood Vessel Bank.” Dr. Charles A. 
Hufnagel, Director of the Experimental Laboratory in 
Surgery, Georgetown University School of Medicine, 
was a member of this committee. 

Dr. Murray M. Copeland, Professor of Oncology, 
Georgetown University School of Medicine, is serving 
as Chairman of the Cancer Control Committee of the 
National Cancer Institute, Public Health Service. He 
also was appointed to the National Awards Committee 
for a cancer education project sponsored by the Na- 
tional Science Teachers’ Association and the National 
Cancer Institute, PHS. 

Dr. H. A. Monat has been named Governor for the 
District of Columbia of the American College of 
Gastroenterology. 

Dr. Jacob J. Weinstein delivered a paper entitled, 
“A New Approach to the Diagnosis and Prognosis of 
Carcinoma of the Colon,” at the Pan American Con- 
gress of Gastroenterology in Havana, Cuba. 

Dr. Roland B. Scott, chief of pediatrics, Freedman’s 
Hospital, has been elected to fellowship in the Ameri- 
can Academy of Allergy. 

Dr. John A. Kennedy has been appointed director 
of the surgical service in Veterans Administration cen- 
tral office in Washington. 

Dr. John B. Barnwell has succeeded Dr. George M. 
Lyon as Assistant Chief Medical Director for Research 
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and Education in the Department of Medicine and 
Surgery of Veterans Administration at Washington. 
Dr. Barnwell is known for his accomplishments in the 
fight against tuberculosis. 

Dr. Estella Ford Warner, chief, program develop- 
ment branch, Division of International Health, has 
retired after 24 years in the Public Health Service. 
Dr. Warner was the first woman ever commissioned 
in the U.S. Public Health Service. 


FLORIDA 


Dr. John A. Broward, Dade County, has been certi- 
fied as a Diplomate of the American Board of Internal 
Medicine. 

Dr. Milton S. Monyek has been named an Associate 
Member of the International College of Surgeons. 

Dr. Jack W. Barrett, Miami, was certified as a Dip- 
lomate of the American Board of Neurological Surgery. 


Dr. M. G. Flannery has been elected president of the 
Greater Miami Chapter, American College of Sur- 
geons. Dr. John J. Farrell will serve as vice-president 
and Dr. Richard Clay as secretary-treasurer. 

The University of Miami School of Medicine has re- 
ceived notice of accreditation following three and one- 
half years of successful operation. The School has also 
been voted into full membership by the Association of 
American Medical Colleges. 

Dr. M. Michael Sigel, associate professor to the de- 
partment of bacteriology at the University of Miami 
Medical School, has been named as a consultant to the 
World Health Organization. In this capacity he con- 
ducted a seminar on the diagnosis of virus diseases for 
representatives of European and African countries in 
Madrid. 

Dr. W. Stanley Weinkle, Miami Beach, has been 
certified by the American Board of Orthopaedic Sur- 
gery. 

Dr. Roger E. Phillips, Orlando, was appointed con- 
sultant in psychiatry at Anclote Manor in Tarpon 
Springs, a hospital for emotional readjustment. Dr. 
Walter H. Bailey, St. Petersburg, has been named con- 
sultant in neurology and psychiatry. 

Dr. George W. Morse, Pensacola, has been awarded 
a certificate of appreciation by the Escambia County 
Medical Society for his service as president last year. 
Dr. Gretchen V. Squires, the new president, made the 
presentation. 

Dr. Albert T. Fechtel, Jacksonville, has succeeded 
Dr. Samuel S$. Lombardo as assistant county medical 
examiner for Duval county. 


The International College of Surgeons has inducted 
the following physicians into fellowship: Dr. Albert 
G. Love IV, Gainesville, Drs. Benjamin Glaser, J. 
Cornall Howarth and Carl S. McLemore, Orlando, 
and Dr. Henry J. Wiser, Winter Park. 

Dr. Samuel J. Alford, Jr., Jacksonville, has been 
elected president of the Jacksonville Police Pistol and 
Rifle Club. 

Dr. A. Judson Graves, Jacksonville, has been named 

a Fellow in the American College of Radiology. 
_ Drs. John M. Schultz, Miami, and Joseph W. Pilk- 
ington, St. Petersburg, have been elected to fellowship 
in the American Academy of Obstetrics and Gyne- 
cology. 
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Dr. Douglas G. Scott was presented the Legion of 
Honor Award by the Kiwanis Club of Jacksonville 
Beach in recognition of his 25 years as a member of 
the Club. 

Dr. John A. Coleman, Plant City, has been honored 
as Man of the Year by the Junior Chamber of Com- 
merce. 

Dr. Edward Jelks, Jacksonville, has succeeded Dr. 
Walker Stamps as a member of the Duval County 
Welfare Board. 

Dr. Albert G. Love, Jr., has been elected president 
of the Alachua County Medical Society for 1956. The 
other officers are: Dr. Glenn O. Summerlin, president- 
elect, Dr. Henry S. Blank, vice-president, and Dr. G. 
Leonard Emmel, secretary-treasurer. All are from 
Gainesville. 

The Brevard County Medical Society has named the 
following officers: Dr. Isabel Roberts, Melbourne, 
president; Dr. Myron L. Habegger, Cocoa, vice-presi- 
dent; and Dr. Jack T. Bechtel, Eau Gallie, secretary- 
treasurer. 

Dr. Candler K. Hayes is serving as president of the 
Madison County Medical Society for 1956. Dr. Wilmer 
J. Coggins is secretary of the society. 

Dr. Allen Shepard has assumed the duties of presi- 
dent of the Monroe County Medical Society. Dr. Rob- 
ert W. Reid was named vice-president and Dr. Wil- 
liam R. Ploss was re-elected secretary-treasurer. 

The Putnam County Medical Society has elected Dr. 
Bennie J. Massey, Palatka, president and Dr. Bernard 
E. Kane, Crescent City, secretary-treasurer. 


The officers of the Suwannee County Medical So- 
ciety are: Dr. Shirley L. Hadden, Live Oak, president; 
Dr. James A. Horten, Live Oak, vice-president; and 
Dr. Hiram B. Curry, Jasper, secretary-treasurer. 


Dr. Henry C. White, Jr., Fort Walton Beach, was 
elected president of the Walton-Okaloosa County 
Medical Society. Dr. Howard A. Parker, Valparaiso, is 
vice-president and Dr. George W. Barrow, Jr., Crest- 
view, secretary-treasurer. 


The Washington-Holmes County Medical Society has 
chosen Dr. Martin L. Lane, Chipley, president. Dr. L. 
H. Paul, Bonifay, will serve as secretary. 


Dr. Ralph J. Greene is serving as president of the 
Taylor County Medical Society. Dr. John H. Parker, 
Jx., was elected secretary. Both of the physicians are 
from Perry. 


Dr. Emanuel Suter, presently of the department of 
bacteriology and immunology at Harvard Medical 
School, has been appointed head of the department of 
microbiology in the University of Florida College ot 
Medicine. 


GEORGIA 


Dr. Carl C. Jones, Atlanta, has been named to mem- 
bership in the American Academy of Allergy. 

Drs. Alfred Agrin and Joseph D. McElroy have been 
promoted from instructors in Psychiatry to associates, 
on a part-time basis at the Emory University School of 
Medicine. Among those recently named to the faculty 
on a part-time basis are: Drs. Joe D. Combs, Judson 
L, Hawk, Nathaniel S. Thornton, Robert J. Van de 
Wetering, William C. Wansker and August S. Yochem. 
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Dr. Richard L. Benson has been appointed commis- 
sioner of health for the Whitfield-Murray Health De- 
partment. 

Dr. James Elliott Scarborough, Jr., director of the 
Winship Clinic at Emory University Hospital, Emory 
University, has been elected to membership on the 
national board of directors of the American Cancer 
Society. 

Dr. Edgar R. Pund, Augusta, president of the Medi- 
cal College of Georgia, has been appointed consultant 
to the surgeon general of the U. S. Army for a 30-day 
lecture tour and inspection of medical facilities of the 
U. S. Army in the Far East. 


Dr. W. W. Aiken, Lyons, has been elected to the 
Board of Trustees of the Georgia Hospital Service 
Association, Inc. 

Dr. Anne Hopkins, Savannah, has been elected presi- 
dent of the Chatham-Savannah Health Council. Dr. 
Lawrence Lee, Jr., also of Savannah, has been named 
president-elect. The physicians who were elected to 
serve on the Board of Trustees are Drs. Ellison R. 
Cook III, Albert J. Kelley, and Dan H. Willoughby. 

Dr. Thomas P. Waring, Savannah, has been elected 
vice-president of the Hospital Service Association of 
Savannah. 

Dr. J. C. Patterson will represent the Patterson 
Hospital in Cuthbert as a member of the Board of 
Trustees of the Georgia Hospital Service Association 
(Blue Cross Plan). 

Dr. Turner W. Rentz, Colquitt, has been elected 
a member on the Board of Directors of Physicians’ 
Service, Inc., the non-profit Blue Shield plan. 


KENTUCKY 


Dr. Richard M. Brandon has joined the staff of the 
Trover Clinic in Earlington. A 1954 graduate of the 
University of Louisville School of Medicine, Dr. Bran- 
don interned at the St. Elizabeth Hospital in Coving- 
ton. 

Dr. William Shidal, a 1953 graduate of the Univer- 
sity of Louisville, is serving a residency in pediatrics 
at St. Joseph Infirmary in Louisville. 

Dr. Dwight M. Kuhns, former Deputy Director of 
the Armed Forces Institute of Pathology, is now asso- 
ciated with Harlan Hospital in Harlan. 

Dr. Russell E. Teague has succeeded Dr. Bruce Un- 
derwood as Kentucky Commissioner of Health. Dr. 
Teague previously served as Medical Director of the 
Bureau of State Services in the United States Public 
Health Service. 


Dr. Bruce Underwood was honored at a Testimonial 
Dinner in appreciation of his outstanding work as 
Secretary and General Manager of the Kentucky Medi- 
cal Association and Commissioner of Health in Ken- 
tucky. 

Dr. Beverly Todd Towery has been appointed pro- 
fessor of medicine and chairman of the department of 
medicine at the University of Louisville School of 
Medicine. Dr. Towery had been a member of the staff 
of Vanderbilt University since 1953. 

Dr. Addie M. Lyon, Ashland, has been named su- 
perintendent of the Kentucky Training Home. 

The Kentucky Society of Anesthesiologists has elected 
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the following officers: Dr. F. Hayes Threlkel, Owens. 
boro, president; Dr. Alfred J. Wagner, Anchorage, 
president-elect; Dr. Lewis Francis, Lexington, vice. 
president; and Dr. Robert Lykins, Louisville, secretary. 
treasurer. 

Dr. Charles Nord, former member of the staff of the 
University of Michigan Hospital and the VA Hospital 
in Ann Arbor, Michigan, has become associated with 
the Federal Correctional Institute in Ashland. 

Drs. Gordon Meade and William Evans have joined 
the staff of the UMW Hospital in South Williamson. 

Dr. Warren Diessner has joined the staff of the 
UMW Hospital in Middlesboro. 


LOUISIANA 


Dr. Charles A. Bahn attended the meeting of the 
Pan American Congress of Ophthalmology in Santiago, 
Chile. 

Dr. Val H. Fuchs has been elected president of the 
Hospital Association of New Orleans. Others re-elected 
to the board were: Drs. Shirley C. Lyons, fourth vice- 
president; John C. Mackenzie, secretary; and Edwin L. 
Zander, member of the board. 

Dr. Nathan Goldstein has been named president of 
the Board of Directors of the Jewish Community 
Center. 


Dr. Paul Getzoff has been appointed chairman of 
the Public Relations Committee of the United States 
Section of the International Fertility Association. He 
will also serve as secretary of the Session on Surgery 
in Male Fertility for the Second World Congress on 
Fertility and Sterility meeting in Naples, Italy, May 
18-26. 

Dr. Maud Loeber has been chosen president of the 
medical staff of the Crippled Children’s Hospital. 
Other officers are: Dr. Richard W. Vincent, vice-presi- 
dent, Dr. Daniel C. Riordan, member of the medical 
staff executive committee, and Drs. Jack Wickstrom 
and Rufus H. Alldredge, executive committee mem- 
bers. 

Dr. Fred K. Vaughan has been installed as president 
of the Southern Baptist Hospital medical staff. Dr. 
A. H. Sellmann will serve as secretary and Dr. Dan W. 
Baker as treasurer. 

Dr. Hunter P. Harris has been named president of 
the New Orleans Society of Neurology and Psychiatry. 
Dr. Russell R. Monroe is the new president-elect and 
Dr. Charles Watkins will serve as secretary. 

The second scientific session and first general as- 
sembly meeting of the Louisiana Heart Association, 
an affiliate of American Heart, will be held at the 
Tulane University auditorium on May 19. 

Dr. Jerome G. Block, New Orleans, has been cetti- 
fied by the Board of Internal Medicine. 

Dr. Edgar Burns was elected president of the Ameti- 
can Board of Urology. Dr. Burns has also been named 
president of the Clinical Society of Genito-Urinary 
Surgeons. 


MISSISSIPPI 


Dr. Floy Jack Moore will assume his duties as pro 
fessor of psychiatry and chairman of the department 
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The Abnormal P phalog 


By Leo M. Davidoff, M.D., Professor and Chairman, 
Department of Surgery of the Albert Einstein Col- 
lege of Medicine, New York; and Bernard S. Ep- 
stein, M.D., Chief, Department of Radiology, The 

Long Island Jewish Hospital, New Hyde Park, N. Y. 

Second Edition. 487 pages. 696 illustrations, on 

291 figures. Philadelphia: Lea and Febiger, 1955. 

Price $15.00. 

This is the second edition of the outstanding book 
in its field, improved by a survey of the recent litera- 
ture and by the authors’ clinical material of the inter- 
vening years. The organization of the original vol- 
ume is maintained. Part I, section I, deals with 
brain neoplasms. The introduction is of general in- 
formation: technical, evaluation of plain skull and 
air examinations and statistical data of the authors’ 
material. A chapter is devoted to the pathologic 
features of the various types of neoplasms occurring 
in the brain. 

The remainder of Part I treats the neoplasms by 
anatomical location. Individual chapters take up each 
lobe and other parts of the brain, giving detailed in- 
formation about the localization of and types of neo- 
plasm encountered. Each chapter tells: The general 
clinical characteristics of tumors in that location; a 
pertinent review of the literature; a survey of the 
authors’ material, including a typical case report and 
complete analysis of x-ray findings on plain film and 
air studies, as well as pathologic and statistical data; 
a summary; and finally differential diagnosis. 


In section II the nonneoplastic tumors such as sub- 
dural hematoma, vascular anomaly, abscess, etc. are 
considered in the same thorough fashion. 


Part II—Non-tumorous lesions of the brain, e.g., 
congenital changes, spontaneous pneumocephalus, cere- 
bral atrophy, arachnoiditis and many others are dis- 
cussed and characterized. 


The book is adequately illustrated and the pictures 
are located with the pertinent text. 


Though this book is a necessity to the radiologist, 
neurosurgeon, neurologist and psychiatrist, it would 
be of value to every doctor. While newer methods of 
localization of various lesions are being developed, the 
pneumoencephalogram remains the most accurate and 
helpful diagnostic aid. It is the most complete and 
authoritative volume on abnormal pneumoencephalo- 
grams. 


Differential Diagnosis 


By A. McGehee Harvey, M.D., Professor of Medicine 
and Head of the Department of Internal Medicine, 
The Johns Hopkins University School of Medicine; 
and James Bordley III, M.D., Clinical Professor of 
Medicine, Columbia University and Albany Medical 
College. 665 pages. Philadelphia: W. B. Saunders 
Company, 1955. Price $11.00. 


This is one of the most interesting books the re- 


viewer has had the privilege to read. The authors 
have used an intriguing approach to a subject which 
is difficult to present by the usual methods of ex- 
position of subject material. The authors indicate the 
impossibility of setting up rules for differential diag- 
nosis as between clinical conditions which may simu- 
late each other. Because of this almost impossible task 
the authors chose another medium of setting forth 
the reasoning involved in differential diagnosis. 


The clinicopathologic conference is used as the 
foundation for the presentation of the subject of dif- 
ferential diagnosis, and some dozens of case protocols 
are used for this purpose. The clinicopathologic con- 
ferences and case discussions are from the records of 
Johns Hopkins Medical School. The cases selected 
have been from among those of relatively recent years, 
so that the benefit of modern diagnostic methods may 
be included and evaluated. Furthermore, the cases 
selected were not chosen because of some unusual 
situation or with the purpose of confounding the clin- 
ician. Rather, the cases were selected with the prime 
purpose of their teaching value for the undergraduate 
student in the art of differential diagnosis. 


The pattern used in this book consists of first, in a 
given chapter, a discussion of general principles in- 
volved in the diagnosis and differential diagnosis of 
the condition to be considered. This is then followed 
by a series of illustrative cases from clinicopathologic 
conferences to set forth the clinician’s reasoning and 
approach to diagnosis in this condition. In this man- 
ner 13 chapters are devoted to specific subjects or 
clinical conditions. These vary from such specific 
ones as aortic insufficiency, heart failure and menin- 
gitis to others of broader symptomatic implications, 
such as pain in the chest, failure of urinary excretion, 
jaundice, fever of obscure origin and the like. Fi- 
nally, there is a section of unknown cases for the 
reader to speculate about before he reads discussions 
on anatomical findings of these cases. 


To the real student in internal medicine this volume 
offers a most stimulating approach to his diagnostic 
problems. It offers not theoretic medicine, but prac- 
tical medicine which is certain to improve the bed- 
side diagnosis for the earnest clinician. Quite ob- 
viously the reviewer is most enthusiastic about this 
book. 


Pain. Its Mechanisms and Neurosurgical Control 


By James C. White, M.D., Chief of Neurosurgical 
Service, Massachusetts General Hospital, Associate 
Professor of Surgery, Harvard Medical School; and 
William H. Sweet, M.D., Associate Visiting Neuro- 
Surgeon, Massachusetts General Hospital, Associate 
Clinical Professor of Surgery, Harvard Medical 
School. 736 pages. Illustrated. Springfield, Illinois; 
Charles C. Thomas, Publisher, 1955. Price $17.50. 


This volume constitutes a major contribution to the 
understanding and management of pain. Specific 
types of pain are discussed from the anatomic and 
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physiologic aspects in Part I. A very lucid and prac- 
tical consideration of the psychiatric problems related 
to pain is included in a separate chapter. 


Part II is concerned with the technics of various 
procedures for the control of pain and is profusely 
illustrated with pertinent drawings, photographs and 
statistical tabulations. 

Part III is devoted to specific pain syndromes with 
detailed discussions of the mechanisms involved, meth- 
ods of management and results. 

The bibliography is extensive and includes virtually 
all significant contributions to the subject. The index 
is conveniently arranged. 


This is an excellent monograph. 


Ciba Foundation Colloquia on Endocrinology. The Human 
Adrenal Cortex 


Edited by G. E. W. Wolstenholme, O.B.E., M.A., 
M.B., B.Ch., Director of the Ciba Foundation; and 
Margaret P. Cameron, M.A., A.B.L.S.; assisted by 

Joan Etherington. Volume VIII. 665 pages with 

tables and figures. Boston: Little, Brown and Com- 

pany, 1955. Price $10.00. 

This monograph reports the proceedings of an in- 
ternational conference which was primarily devoted to 
studies relating to the human adrenal cortex. How- 
ever, cogent observations derived from animal experi- 
mentations are not neglected and the volume is di- 
vided into two parts. 

The first section deals chiefly with the histologic 
and biochemical aspects of adrenal cortical structure 
and function. It provides two notable features: An 
attempt to correlate adrenocortical cytology with func- 
tional status and a timely consideration of the new 
sodium-retaining cortical hormone, aldosterone or 
electrocortin. The latter is one of the first published 
reports to attempt an evaluation of the role which 
aldosterone plays in adrenal cortical function. 


The second section deals with the intact hypophyseal- 
adrenocortical system in man and is, therefore, some- 
what more directly related to clinical problems than 
is the first section. Various means of measuring 
adrenocortical function are described and the clinical 
flavor is enhanced by sections which are devoted to 
hyperadrenocorticism, the effects of total hypophys- 
ectomy and bilateral adrenalectomy in man. The re- 
ports on the psychological effects of changing adreno- 
cortical function should attract many who are little 
motivated by the biochemical minutae which have ac- 
quired such prominence in studies of the adrenal 
cortex. 

This volume contains a wealth of important ma- 
terial and is strongly recommended to all whose in- 
terests lie in this direction. 


Atlas of Roentgen Anatomy of the Skull 


By Lewis E. Etter, M.D., Assistant Professor of Ra- 
diology, University of Pittsburgh School of Medicine, 
215 pages, illustrated. Springfield, Illinois: Charles 
C. Thomas, Publisher, 1955. Price $14.75. 


This atlas of roentgen anatomy of the skull is a 
volume which can be highly recommended to every 
roentgenologist. The reproductions are excellent and 
detailed anatomy is well marked. In the general views 
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of the skull, photographs of the dried skull are com- 
pared with the corresponding radiographs with de- 
tailed anatomical labeling of the various anatomical 
parts producing shadows. In Section II, photographic 
and radiographic studies of each bone of the skull, in 
various projections, have been made followed by radio- 
graphs of the dry skull with the individual bone re. 
moved and again with the bone replaced. Then the 
usual radiographic views for study of the particular 
bone as it is done in the clinical examination of the 
living subject have been made and labeled, in detail, 
for each particular bone. The quality of the studies 
and the reproduction of all photographs and radio. 
graphs are of the highest quality. 

The sinuses and mastoids are studied in detail in 
the dried and living skull radiographs as are the orbits 
and optic foramina. The individual bone studies of 
the maxillofacial parts are done in the same fine 
manner and detail as is the skull itself. 

The final section is a study of the anatomy of the 
skull in newborn infants. 

Throughout the book, diagrams of the positions in 
which the radiographs were made and written expla- 
nations of procedures and positions are supplied. 

This atlas shows the result of long, hard, pains- 
taking work and the product is outstanding. Definite 
identification of all shadows seen on the radiographs 
of the normal skull is made, and the most authorita- 
tive anatomical study of radiographs of the skull is 
produced. 


Clinical Analgetics 


By E. G. Gross, M.D., Professor and Head of Depart- 
ment of Pharmacology, State University of Iowa 
College of Medicine, and M. J. Schiffrin, Ph.D. 
Assistant Director of Clinical Research, Hoffmann- 

LaRoche, Inc., Nutley, New Jersey. 91 pages, Amer- 

ican Lecture Series. Springfield, Illinois: Charles 

C. Thomas, Publisher, 1955. Price $3.00. 

The analgesics commonly employed in clinical medi- 
cine are discussed. The information given is designed 
primarily for the clinician, as there is little emphasis 
given to the mechanism of drug action. The subject 
material is discussed in a more complete manner in 
standard textbooks on pharmacology. However, a 
useful compilation of the names of preparations 
containing each analgesic is given. The monograph 
contains a valuable introductory chapter on the 
technics employed in the evaluation of analgesic 


potency. 


Essentials of Orthopedics 

By Philip Wiles, M.S., F.R.CS., F.A.C.S., Senior Or- 

thopedic Surgeon, the Middlesex Hospital, London, 

and King Edward Memorial Hospital, Ealing. Second 
edition with seven color plates and 393 text figures. 

526 pages. Boston: Little, Brown and Company, 1955. 

Price $10.00. 

Any attempt to survey the field of orthopedics, even 
when fractures are excluded, is a stupendous under- 
taking but has been well done by Philip Wiles in this 
single and highly readable volume. At the outset, 
the author states that this book was written for the 
needs of the general practitioner, the undergraduate 
student and the postgraduate beginning surgical train- 
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ing. Accordingly, the subject is considered in a 
regional fashion which makes the book of greater 
value for those for whom it was written. For greater 
completeness and to avoid repetition, however, arth- 
ritis, pyogenic infections, tuberculous tumors, con- 
genital defects and diseases of the nervous system are 
considered under separate headings. 

There is no book free from criticism and this one 
is no exception. There is no bibliography, which 
greatly detracts from its usefulness. A chapter on the 
back is quite long and does not present any new ideas. 
Infrequently seen diseases are discussed very briefly 
and, of course, incompletely. Typographical errors 
are exceptionally rare. 

Photographs and reproductions of radiograms are 
profusely used, are well chosen, of good quality, and 
are beautifully reproduced by the publisher. 

This book will certainly find a large audience among 
students, general practitioners, and house officers 
launching their careers in the field of orthopedics. 


Differential Diagnosis of Leukoplakia, 
Leukokeratosis and Cancer in the Mouth 


By Ashton L. Welsh, M.D., Assistant Professor of 
Dermatology and Syphilology, University of Cin- 
cinnati, College of Medicine. American Lecture Se- 
ries. 62 pages. Springfield, Illinois: Charles C. 
Thomas, Publisher, 1955. Price $2.50. 


This monograph comprises a small volume of some 
fifty-five pages with a five page bibliography ap- 
pended. It is enjoyable reading both as to type of 
printing and content, the author writing in a fluid 
and interesting manner. There are no illustrations, 
graphs or tables. 

The first section dealing with leukoplakia is a 
graphic word picture of this disorder with historical, 
etiologic, pathologic and clinical sections. 


The second section on leukokeratosis discusses a 
stage in the evolution of the disease which by many 
is considered already carcinoma, though not always 
so demonstrable by the pathologists. The author recog- 
nizes this fact in his statement on page thirty, to wit, 
“Leukokeratosis and cancer are merely two phases of 
the same process, the former being the prelude to 
the latter.” 

The chapter on differential diagnosis is the most 
interesting in the entire monograph. 


Photographs, especially in color, would greatly add 
to the value of this delightful little volume. 


Health Supervision of Young Children 


A Guide for Practicing Physicians and Child Health 
Conference Personnel. Prepared and authorized for 
publication by the Committee on Child Health 
of the American Public Health Association. 180 
pages. New York: American Public Health Associa- 
tion, 1955. Price $2.00. 


This guide for practicing physicians and child health 
conference personnel is written particularly for the 
conditions found in a community facility responsible 
for the care of essentially well infants and pre-school 
children. In the first part, following an introduction 
emphasizing the increasing emphasis in public health 
on keeping well children well, technics of inter- 
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viewing and counseling parents are discussed. Sec- 
tions on everyday problems in normal development, 
health appraisal and care, abnormal conditions, and 
community resources complete this part. The second 
part outlines in great detail the physical and organiza- 
tional make-up of a child health conference. 
Throughout the book emphasis has been placed 
upon the emotional factors to which young children 
respond and their parents’ reactions to the everyday 
problems associated with normal variations in growth 
and development. The role of the physician and 
nurse in anticipatory guidance of parents is extremely 
well done. The authors have taken for granted a 
solid background in what they consider the more 
classical aspects of child care such as growth, nutri- 
tion, and immunization. Consequently, it must be 
pointed out that only one phase of health supervision 
of young children is included in this book. A solid 
grounding in the normal emotional reactions of chil- 
dren and their parents is rapidly becoming an in- 
tegral part of medical teaching. For those who need 
a sound review of this aspect of well child care, 
the present volume will be very profitable reading. 


White Coolies 


By Betty Jeffrey. 204 pages. New York: Philosophical 

Library, Inc., 1955. Price $3.75. 

This is a simple and straightforward account of 
life in a Japanese prison camp. The author, an Aus- 
tralian nurse, presents in diary fashion the day to 
day problems of keeping alive during captivity de- 
spite starvation, disease and fear. This account will 
be of special interest to physicians who served in the 
Pacific Theater during World War II. The book is 
neither sensational nor lurid and is recommended 
to physicians and their families. 


Survey of Clinical Pediatrics 


By Lawrence B. Slobody, M.D., Professor of Pediat- 
rics, New York Medical College. Second Edition. 
449 pages. New York: Blakiston Division, 1955. Price 
$9.50. 


This book should be considered a source of 
pediatric information which falls between small man- 
uals and larger detailed textbooks. As the author states 
it is not intended as a replacement for the latter. 
The subject matter has been condensed to highlights 
and essentials and in most instances, by utilization of 
the outline technic. This extreme condensation de- 
tracts from the material in some instances. The vol- 
ume is arranged in the customary form of pediatrics 
texts, beginning with a chapter on growth and de- 
velopment which includes several useful tables. This 
is followed by sections on feeding, preventive pedi- 
atrics, emotional problems, infectious diseases, and 
finally a large section which deals with diseases ac- 
cording to anatomical systems. The text is quite up 
to date and currently controversial topics are well 
presented. Subjects such as abnormal hemoglobin, 
post-maturity, agammaglobulinemia, and pyridoxin de- 
ficiency are condensed extremely well. A unique ad- 
dition to the book is a list of questions at the end 
of each chapter, pertaining to the material covered. 
The book should not be used as a standard text, but 
would serve as satisfactory “refresher” material for 
those preferring summarized material. 


| 

| 

| 

| 

| 

| 

| 

| 


552 


MAY 1956 


SPECIAL SUBSCRIPTION RATE 


For Interns and Residents 


The Journal of the Southern Medical 
Association is now available to interns 
and residents throughout the South at a 
special price of $3.00 per year. 


All physicians in intern or residency 
training in Southern hospitals are eligible, 
provided such training is approved by the 
Council on Medical Education and Hos- 
pitals of the AMA. 


Renewals falling within the formal train- 
ing period may be made at the same rate. 


The Southern Medical Journal is a 
general publication, presenting twenty to 
twenty-five papers monthly covering a 
broad range of medical and surgical sub- 
jects. The physician in training will find 
the Journal an up-to-date source of “‘what’s 


new” in medicine, irrespective of the na- 
ture of his future practice. 

The Journal is the publication medium 
of the papers presented before the twenty 
Sections of the Association’s scientific as- 
sembly as well as selected contributed 
papers. In addition, it features editorials, 
timely review articles, book reviews, and 
medical news. 


With a circulation of 10,700 copies, the 
Southern Medical Journal is the nation’s 
second largest general medical publica- 
tion. This special rate (less than one-half 
the actual cost for printing) is a contribu- 
tion of the Southern Medical Association 
to the continuing education of the young 
physicians of the South. 


ORDER FORM 


SPECIAL $3.00 RATE 


Southern Medical Journal 
1020 Empire Building 
Birmingham 3, Alabama 


Please enter my subscription to the Journal for one year, beginning with the next issue. 


FOR INTERNS AND RESIDENTS ONLY 


(Attach check or money order). 


1 am (a) (an) 
« (intern or resident) (type of service) 
at the Hospital, 
City. State. 
My formal training period will end 19 
(month) 
| will advise you of my new address after completion of this training. 
__MD. 


Members may purchase compli- 


mentary subscription at above 
rate for an intern or resident 
friend. 


(mailing address) 


[| 
: 


(See opposite side for story and order form) 
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THE GOLDEN ANNIVERSARY KEY 


This year—1956—is an important mile- 
stone for the Southern Medical Association. 
Your officers felt that an appropriate em- 
blem of this fifty year story of service to 
Medicine should be fashioned—one that 
every member could proudly possess. 

The idea of a Golden Anniversary Key 
(illustrated in full color on opposite side) 
is the brain child of Dr. Jack Norris, At- 
lanta, Councilor from Georgia. Dr. Norris 
submitted pencil sketches from which our 
artists designed this unique Key. 

Every member of the Association is 


eligible to own one. In addition to a choice 
of gold content, the Key may be embel- 
lished with one or more diamonds accord. 
ing to the length of time a physician has 
been a member. One diamond is permitted 
for each completed decade of membership, 
New members, and members belonging to 
the Association for less than ten years may 
own the Key without diamonds. 

The Association hopes that a large ma- 
jority of the members will want a Key as 
a token of membership in an organization 
which proudly celebrates its Golden Anni- 
versary. 


ORDER FORM 


Southern Medical Association, Room 1017, Empire Building, Birmingham, Alabama 


Please accept my order (check enclosed) for a “Golden Anniversary Key” to be made up as follows: 


1/10K double rolled gold plate $ 5.00 


10K solid gold 8.00 
14K solid gold 11.00 Amount for Key $ 
10-20 years membership 1 diamond Extra charges for diamonds (each) 
20-30 years membership 2 diamonds 1 point stone $ 5.00 
: 1.5 point stone 6.50 
30-40 years membership 3 diamonds 2 point stone 8.25 
40 or more years membership 4 diamonds 3 ~— point stone 10.00 
Please add __________ diamonds (_ points) at $ each 
Total for diamonds $. 
Engraving: Physicians may have their Total for complete Key (check enclosed) $. 


own local jeweler engrave their name 
on back of Key. Form suggested: 
John Doe, M.D. 


Signed: 


Address: 


NOTE: The Southern Medical Association will ship Key to the name and address above unless otherwise instructed— 


allow 90 days for delivery. 
Prices include Federal and State Taxes. 
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Capitol surrounded by some of the leading Washington hotels 


Southern Medical Association 


GOLDEN ANNIVERSARY MEETING 


WASHINGTON, D. C. 
November 12-15, 1956 


Plan Now To Attend 


(Over for Housing Application Form) 


x 


APPLICATION FOR HOTEL ACCOMMODATIONS 
Southern Medical Association Meeting, Washington, November 12, 13, 14 and 15, 1956 


A Housing Bureau has been established for your convenience in making hotel reservations in Washington 
for the forthcoming meeting of the Southern Medical Association. Comparable room rates are listed. Use the 
reservation blank: below. Please specify your first, second and third choice hotel. All requests for reservations 
should give: (1) anticipated date and hour of arrival; (2) date and approximate hour of departure; and 
(3) names and addresses of all persons who will occupy the accommodations. ALL RESERVATIONS SHOULD 
BE CLEARED THROUGH THE HOUSING BUREAU. Since all requests for rooms will be handled in 
chronological order, you should mail your application as early as possible. All reservations will be confirmed, 


Hotel Single Double Bed Twin Beds Suite 
AMBASSADOR 5.50- 8.50 $ 8.00-11.00 $10.00-11.00 $14.00-19,00 
MANGER ANNAPOLIS ............... 8.50-12.00 ........ 
MANGER HAMILTON............... 6.00— 8.50 9.50-11.50 
MAYFLOWER ab 8.00-19.00 14.00-20.00 14.50-22.00 17.50-45.00 
6.50-10.50 | —........ 10.00-14.00 14.00 & Up 
Hore 2400. . 6.00— 8.00 8.00-12.00 16.00 


HOUSING BUREAU 

SOUTHERN MEDICAL ASSOCIATION 
1616 K Street, N. W. 

Washington, D. C. 


Please reserve the following accommodations for me for the Southern Medical Association Meeting: 


Hotel Preference Kind of Accommodations Desired 
Other type 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Include the names of all persons for whom 
you are requesting reservations and who will occupy the room (s): 


Name of Occupant (s) Address 


Individual Requesting Reservations If the hotels of your choice are unable to accept your 
reservation, the Housing Bureau will make as good 4 


reservation as possible elsewhere. 


City State 


VOLUME 49 


Dosage: 1 tablet 
b.i.d. or t.i.d., 
adjusted to the 
individual. 


CIBA 


SUMMIT, N. J. 


SOUTHERN MEDICAL JOURNAL 


Serpasil Serpatilin 
tranquilizer psychomotor emotional 
stimulant stabilizer 


To induce emotional equilibrium in those who swing from anxiety 
to depression, Serpatilin combines the relaxing, tranquilizing action 
of Serpasil with the mild mood-lifting effect of the new cortical 
stimulant, Ritalin. In recent months, numerous clinical studies have 
indicated the value of combining these agents for the treatment of 
various disorders marked by tension, nervousness, anxiety, apathy, 
irritability and depression. Arnoff,’ in a study of 51 patients, found 
the combination of definite value in a variety of complaints, noting 
no effect on blood pressure or heart rate. Lazarte and Petersen* also 
found Serpatilin effective in counteracting the side effects of re- 
serpine and chlorpromazine. They reported: “The stimulating effect 
of Ritalin seemed complementary to the action of reserpine . . . in 
that it brought forth a better quality of increased psychomotor 
activity.” 

1. Arnoff, B.: Personal communication. 2. Lazarte, J. A., and Petersen, M.C.: Personal 
communication. 

Serpatilin Tablets, 0.1 mg./10 mg., each containing 0.1 mg. Serpasil® (reserpine CIBA) 
and 10 mg. Ritalin® hydrochloride (methyl-phenidylacetate hydrochloride CIBA). 


(reserpine and methyl-phenidylacetate hydrochloride CIBA) 


2/2289 
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The CLASSICAL Vaginal Therapewli: 


An amazing abundance of “new” con- “pathogen killing power’ “immediate 
cepts in treatment are on continuous relief of odor and itching”—AVC’s mu- 
parade for one of the most vexing of tually supportive allantoin-sulfanilamide- 
all problems, the patient with the trouble- 9- aminoacridine provides this. 

some vagina. Consider the rationale of 

one product, AVC Improved, accepted, “restoration of vaginal mucosa” —AVC's 
and in ever-expanding use these 12 years, tissue-stimulating allantoin aids this. 


which contains the best of these “new” 
ideas that have long been recognized by 
the medical profession. 


Only AVC Improved provides all of 
these. Its action is basic to prevent re- 
currence. AVC is outstanding because it 


Proved Therapeutic Efficacy has long offered the best in vaginitis treat- 
“surface-active explosive’ “spreading, ment. AVC Improved is supplied in 4 oz. 
penetrating agent” — AVC’s 9-amino- tubes with or without an applicator. 


acridine provides this. 
Send for samples and reprints. 


“buffered vaginal pH” — AVC’s water- 
miscible acid carrier provides this. “CLINICAL ENZYMOLOGY’ a film 
depicting a New Era in Medicine is now 


“nutrient for normal vaginal flora’ — 
available for showing at medical meet- 


AVC’s lactose provides this. 
ings upon your request. And be sure to 


“mucus digestion” — AVC’s allantoin watch for the MED-AUDIOGRAPHS 
aids this action. a series of recorded clinical discussions. 


PRODUCTS OF ORIGINAL RESEARCH 


NATIONAL NATIONAL 
¥ 


TH NATIONAL DRUG COM P 


IN 44, PA 


Se. 
A 


VOLUME 49 


SOUTHERN MEDICAL JOURNAL 


‘Thorazine’ is available in ampuls, tablets and syrup 
(as the hydrochloride), and in suppositories (as the base). 


‘Thorazine’ should be administered discriminately 
and, before prescribing, the physician should be fully 


conversant with the available literature. 


for emergencies — always carry 


‘Thorazine’ Ampuls in your bag 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F, 
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EVERY WOMAN 


WHO SUFFERS 


MENOPAUSE 


“DESERVES 


“PREMARIN 


Continued from page 548 


of psychiatry at the University of Mississippi Medical 
Center on June I. 

Dr. G. E. Bittenbender, professor and chairman of 
anesthesiology at the University of Mississippi School 
of Medicine, and director of anesthesiology for the 
University hospital, has been appointed to the board 
of governors of the American College of Anesthesiol- 


ogists. 
MISSOURI 


Dr. William G. Becke has been elected president of 
the Medical Staff Association of St. Luke’s Hospital, 
St. Louis. Dr. Carl A. Wattenberg will serve as vice. 
president and Dr. Herbert C. Wiegand as secretary- 
treasurer. 

Dr. Roy R. Haley, Brookfield, has retired after 
thirty-six years of practice and will retire to California. 

Dr. Beryl I. Burns has been appointed to the execu- 
tive committee of the Kansas City Hospital Associa- 
tion. 

Dr. Charles A. White was honored with a family 
dinner celebrating his 91st birthday. Dr. White still 
maintains an office. 

Dr. Ed James, known as “Joplin’s last horse and 
buggy doctor,” has retired from fifty-two years of prac- 
tice at the age of 85. 

Dr. Jasper L. Gentry, Ava, celebrated his 85th birth- 


Continued on page 55 


CLASSIFIED ADVERTISEMENTS 


FOR SALE—Florida—South Central ridge district. Re- 
tirement necessitates finding general practitioner to 
take over active, long established practice with mini- 
mum income $20,000 per year; fully equipped; ex- 
ceptional laboratory and good hospital facilities; im- 
mediate occupancy; will introduce; price and terms 
nominal to right party. Florida license necessary. For 
details contact SMZ c/o SMJ. 


FOR SALE—General Practice and Surgery, well ¢& 
tablished. Will introduce. Large clientele. Very rea- 
sonable. Reply to Box 6302, Station H, Atlanta, 
Georgia. 


FOR SALE-—Government surplus medical, hospital 
and X-ray equipment. Very reasonable. A. H. Smullian 
& Company, P. O. Box 271, Station A, Atlanta 2 
Georgia. 


FOR SALE—Modern 8-room air conditioned EENT 
Clinic, completely furnished and equipped. Also three 
bedroom home. All on six beautiful lots. Warm dry 
climate in citrus section, Rio Grande Valley, Texas 
Health demands immediate sale—cheap—will sell sep 
rately if desired. Contact Samuel T. Parker, M.D., 210 
Canna Street, Pharr, Texas. 


LOCATION WANTED—General Practitioner, ¥ 
years, would like location in Texas or Oklahoma # 
would consider other state. Has Texas and Oklahoma 
license. Can furnish excellent references. Contact 
AE c/o SMJ. 
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BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and 
Occupational Therapy 


Modern Facilities 
Custodial Care for Limited Number of Elderly Patients at Monthly Rate 


Jas. N. BRawner, M.D. Jas. N. BRAwNER, Jr., M.D. ALBERT F, BRAwNeR, M.D. 
MEDICAL DIRECTOR ASSISTANT DIRECTOR AND RESIDENT SUPERINTENDENT 
SUPERINTENDENT 


P. O. Box 218 Phone 5-4486 


ESTABLISHED 1911 | = | 
ESTBROOK SANATORIUM 


cA. private psychiatric hospital em- Staff PAUL V. ANDERSON, MD. 
ploying modern diagnostic and treat- REX BLANKINSHIP, MD. 
Medical Dit 


rector 


ment procedures—electro shock, in- JOHN R. SAUNDERS, MD. 
suli chotherapy, occupational and rn 
Py PY Pe THOMAS F. COATES, MD. 
recreational therapy—for nervous and Associate 
, AMES K. HALL, JR, MD. 
mental disorders and problems of J pan hy 


addiction. R. H. CRYTZER, Administrator 
P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 
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UNDERLYING 
TENSION 


Raudonna 


Providing reserpine for tranquilization 
and a sense of well being, plus the preferred 


spasmolytic agent, natural belladonna alkaloids 
in balanced proportions. 


Each light blue, scored tablet contains: 

Hyoscyamine Sulfate ...... . 0.1286 mg. 
Atropine Sulfate ........ . 0.0250 mg. 
Hyoscine Hydrobromide ... . . 0.0074 mg. 


The belladonna alkaloids present (equivalent 
to 7 minims of tincture) can be expected to 
offset any reserpine induced increase in 
gastric motility and secretion. 


Suggested Initial Available in bottles 
Dose: 1 tablet t.i.d. of 100 tablets. 


Literature and samples available on request. 


VANPELT & BROWN, INC.; Richmond, Va. 
*Trade Mark 
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Continued from page 52 


day as a guest of his son, Dr. Merritt L. Gentry in 4 U ltra s 0 n 1 C T h e r a py of 
Springfield. 

Dr. G. Souter Smith has established the Wallis Smith N é r Vv e x 0 0 t 4 fo r 7 el i ef 
Trust Foundation to provide funds for — bye 
and the School of the Ozarks, in the honor of her late e i 
ane Dr. C. Souter Smith succeeded Dr. Wallis of Joint and Muscle Pain 
Smith on the board of trustees of Drury College fol- 
lowing his death. 

Dr. Garrett Pipkin has been named a member of 
the board of directors of the Kansas City Rehabilita- 
tion Institute. 

The medical staff of the Neurological Hospital, Kan- 
sas City, has elected the following officers: Dr. Paul 
Hines, president; Drs. John D. DeMott and Richard 
F. Schneider, vice-presidents; and Dr. G. Wilse Robin- 
son, Jr., secretary-treasurer. 

Dr. Oliver H. Lowry, Dean, Washington University 
School of Medicine, and Dr. James W. Colbert, Jr., 
Dean, St. Louis University School of Medicine, served 
as co-chairmen of a local planning committee for the 
first nationwide observance of Medical Education 
Week, April 22-28. 

Dr. Lester Drubin, director of professional services 
at the Veterans Administration hospital in Northport, 
L. 1, has succeeded Dr. Joseph B. Bounds as manager 
of the Jefferson Barracks hospital. 

A symphonic suite composed by Dr. Vincent T. Wil- 
liams, Kansas City, had its premiere in Topeka, Kan- 
sas. “Father Abraham,” vignettes on the life of Abra- 


The BURDICK 
UT-1 
Ultrasonic 
Therapy Unit 


Schema of nerve root as 
it leaves spinal cord and 
stroking method of di- 
recting ultrasonic appli- 
cator — the BURDICK 
UT-1 ULTRASONIC THER- 
APY UNIT. 


Continued on page 60 


CONCEPT: 
~ A number of authorities'6 have indicated that the 
CITY V I EW ’ use of ultrasonic therapy over the spinal nerve roots 
has adjunctive value for relieving pain in muscles and 
joints, as well as nerves, in the areas supplied by the 
nerve roots. 


INDICATIONS: 


METHOD: 


The painful area is first treated in the usual manner. 
Then treatment is directed to the nerve root supplying 
the painful area, on the same side. Treatment of the 
nerve root should be done at low intensity (e.g., 0.5 
watt per sq. cm.) and for approximately half the dura- 
tion of treatment of the primary area. 


Chart of major joints and muscle groups and related 


For the diagnosis and treatment of 


nervous and mental disorders, and 


Bat © nerve roots plus additional information on the BUR- 
addictions to alcohol and drugs. DICK ULTRASONIC UNIT can be obtained by 
writing — 
THE BURDICK CORPORATION 
Established 1907 
MILTON, WISCONSIN 
NASHVILLE. TENNESSEE 5 1. Shane, H. J., and Weiss, J.: Amer. J. Phys. Med. 33:54 (Feb.) 


Kobak, D.: Amer. J. Phys. Med. 33:21 (Feb.) 1954. 

Jones, A. C.: Amer. J. Phys. Med. 33:46 (Feb.) 1954. 

. Behrend, H. J.: New York St. J. M. 53:403 (Feb. 15) 1953. 

- Lehmann, J. F., et al.: Arch. Phys. Med. & Rehab. 35:627 (Oct.) 


1954. 
. Schwartz, F. F.: Southern Med. J. 47:854 (Sept.) 1954. 
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is the symbol 
of the 
Standardized 
Tablets 
Quinidine Sulfate 
Natural 


0.2 Gram 
(approx. 3 grains) 
produced by 


Davies, Rose & Co., Ltd. aa 


By specifying the name, the 
physician will be assured that this 


standardized form of Quinidine 
Sulfate Natural will be dispensed 
to his patient. 


Clinical samples sent to physicians 
on their request 


Davies, Rose & Co., Ltd. 


Boston 18, Mass. Pa 


To counteract 
corticoid-induced adrenal atro- 

phy during corticoid therapy, { 
routine support of the adrenals 

with ACTH is recommended. 


THIS IS THE 
PROTECTIVE DOSAGE RECOMMENDATION 
FOR COMBINED CORTICOID-ACTH THERAPY 


e@ When using prednisone or prednisolone: 
for every 100 mg. given, inject approx- 
imately 100 to 120 units of HP* 
ACTHAR Gel. 


e@ When using hydrocortisone: 
for every 200 to 300 mg. given, inject 
approximately 100 units of HP* 
ACTHAR Gel. 


e@ When using cortisone: 
for every 400 mg. given, inject approx- 
imately 100 units of HP*ACTHAR Gel. 


Discontinue administration of corticoids on 
the day of the HP*ACTHAR Gel injection. 


(IN GELATIN) 


The Armour Laboratories brand of purified 
adrenocorticotropic hormone—corticotropin (ACTH) 


*Highly Purified 


Unsurpassed in Safety and Efficacy 


More than 42,000,000 doses of 
ACTH have been given 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPAN 
KANKAKEE, ILLINOIS 


MAY 1956 
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SAINT ALBANS 


A 
RADFORD, VIRGINIA 


James P. King, M.D., Director 
James K. Morrow, M.D. Thomas E. Painter, M.D. Daniel D. Chiles, M.D. 
Clara K. Dickinson, M.D. 
James L. Chitwood, M.D., Medical Consultant 
Affiliated Clinic Offering Psychiatric and Psychological Evaluation and Therapy: 
BLUEFIELD MENTAL HEALTH CENTER 


1400 Bland Street 
Bluefield, W. Va. 


David M. Wayne, M.D., Director 


~-@ Modern Treatment Facilities @ Psychotherapy Em- 

phasized @ Large Trained Staff @ Individual Attention 

@ Capacity Limited @ Occupational and Hobby 

Me. Therapy @ Supervised Sports @ Religious Services 
Pie... 


“omeeee: Your patients spend many hours daily in healthful out- 


wll 
door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
Florida’s Sunny West Coast . 


Rates Include All Services and Accommodations 


4 nenten ne M ODE R N H fel S PITA L E O R Brochure and Rates Available to Doctors and Institutions 


Medical Director—Samuet G. Hisss, M.D. 


EMO Tl N A RE A D STM E N Assoc. Medical Director—WaALTER H. WELLBORN, JR., M.D. 


PETER J. Sporto, M.D. 


TARPON SPRINGS FLORIDA Zack Russ, JR., M.D. Arturo G. Gonzarez, M.D. 
THE GULF LF OF EX Ic SAMUEL G. FE. M.D. 


WALTER H. M.D. 
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MONODRAL 
MEBARAL 


for peptic ulcer - 
gastro-intestinal tension 
and irritability 


An exclusive combination designed to relieve 
pain, reduce tension and promote healing 
through effective inhibitory central and 
vagal-parasympathetic actions influencing all 
known etiologic factors in peptic ulcer. 


anticholinergic + sedative 
with unusually high antisecretory action + de- 
pendable antispasmodic effect + no drowsiness 


Isolates the Ulcer 


Each tablet contains: 


Monopna* bromide... 5 mg 


Dosage: 1 or 2 tablets three or four times daily. 
Available on prescription only. Bottles of 100 


tablets. 
LABORATORIES 


New York 18, N.Y. © Windsor, Ont. 


*Controls hyperacidity and hypermotility 
**Sedates without drowsiness 
Monodrol (brand of penthienate) and Meboral (brand of 
mephobarbital), trademarks reg. U.S. Pat. Off. 


MAY 1956 


‘ 
: 
J 
* 
= 


VOLUME 49 SOUTHERN MEDICAL JOURNAL 59 


EstrABLisHeD 1916 


Appalachian fall * Asheville, North Carolina 


* 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conva- 
lescence, drug and alcohol habituation. 


Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 


Wo. Ray GrirFIn, JR., M.D. Mark A. GrirFin, M.D. 
Ropert A. GrirFin, M.D. MARK A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, Asuevitte, N. C. 


In tpastic and occlusive vascular diseases 


TENSODIN 


Tensodin is indicated in angina pectoris and 
other coronary and peripheral vascular condi- 
tions for its antispasmodic, vasodilating and 
sedative effects. The usual dose is one or two 
tablets every four hours. No narcotic prescrip- 
tion is required. 


Each Tensodin tablet contains ethaverine hydrochloride 
(non-narcotic ethyl homolog of papaverine) 14 grain, pheno- 
barbital 4 grain, theophylline calcium salicylate 3 grains. 


Tensodin Tablets 
100’s, 500’s and 1000’s 


Tensodin®, a product of KE. Bilhuber, Inc. 
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from 


the first practical 


MUMPS VACCINE 


An effective immunizing antigen for 
prevention of mumps in children or 
adults where indicated. Immunizes for 
about one year. 


Packages: 2 cc. vial (1 immunization) 
10 cc. vial (5 immunizations) 


LEDERLE LABORATORIES DIVISION 
awenscan Gpanamid company PEARL RIVER, NEW YORK 
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ham Lincoln, was presented by the Symphony Or. 
chestra with Everett Fetter conducting. 


NORTH CAROLINA 


Dr. Charles F. Finley, formerly of the District of Co. 
lumbia, has joined the staff of Fontana Hospital at 
Fontana Dam, North Carolina. 

Dr. James P. Rousseau, Winston-Salem, has been 
elected vice-president of the American College of 
Radiology. 

Dr. Arthur R. Summerlin, Raleigh, has been in. 
ducted into fellowship in the Academy of Obstetric 
and Gynecology. 

Dr. W. Geofrey Wysor and Dr. Sarah Lou Warren 
have been appointed clinical assistant and Fellow, re. 
spectively in the Department of Medicine of the Uni- 
versity of North Carolina Medical School. Dr. War- 
ren also has an appointment as Fellow in the depart- 
ment of preventive medicine. 

Dr. Paul Whitaker, Kinston, has been elected presi- 
dent of the University of North Carolina Medical 
Foundation. 

Dr. Adam T. Thorp, Rocky Mount, has succeeded 
Dr. Verne H. Blackwelder as president of the Medical 
Alumni of the University of North Carolina. Dr. Fred 
Patterson was re-elected secretary. Drs. Milton Clark, 
Goldsboro, and Ralph S. Morgan, Sylva, were elected 
president-elect and vice-president respectively. 

The University of North Carolina Medical School 
Alumni have honored the following five prominent 


James A. Becton, M.D., Physician-in-charge 


P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. 


HILL CREST SANITARIUM 


Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 


James Keen Ward, M.D., Associate Physician 


Phones WO 1-1151 and WO 1-1152 
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members of the medical profession in North Carolina 
with distinguished service awards: Drs. Hamilton Mc- 
Kav, Charlotte; John Stuart Gaul, Charlotte; J. Street 
Brewer, Roseboro; G. Grady Dixon, Ayden; and James 
B. Bullitt. 

Dr. John Charles Cassel, associate professor in the 
department of epidemiology, University of North Caro- 
lina School of Public Health, has been appointed a 
clinical assistant professor of medicine in the depart- 
ment of medicine, University of North Carolina School 
of Medicine. 

Dr. Ashton B. Morrison, associate in pathology at 
Duke University Medical School, has been named a 
recipient of a $30,000 five-year Markle Foundation 
Scholarship. Dr. Morrison, one of the 23 men through- 
out the United States and Canada so honored, is the 
eighth Duke medical faculty member to receive this 
award. 

Dean W. C. Davison, Duke University Medical 
School, is one of three American physicians appointed 
honorary consultants for an inspection tour of Navy 
medical research in Cairo, Egypt. 


OKLAHOMA 


Dr. J. P. Keller, Duncan, has been elected president 
of the Stephens County Medical Society. Dr. Casper H. 
Smith, Jr., will serve as vice-president and Dr. Dwight 
Weeden will assume the duties of secretary-treasurer. 

Dr. Marvin Elkins has been installed as president of 
the East Central Medical Society. The other officers 
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Allen’s 
INVALID HOME 


ESTABLISHED 1890 


MILLEDGEVILLE, GEORGIA 


For the treatment of 


NERVOUS AND 
MENTAL DISEASES 


Ground 600 Acres — Buildings, Brick 
Fireproof — Comfortable — Convenient 


Site High and Healthful 
—. W. ALLEN, M.D. H. D. ALLEN, M.D 
DEPARTMENT FOR MEN DEPARTMENT FOR WOMEN 


Terms Reasonable 


Ataractics and Holotherapy in 


MENTAL and EMOTIONAL 
DISORDERS 


Already clearly historical are the 
major successes due to use of the 
new ataractics, or tranquilizers, in 
mental and emotional disorders. Still 
vital, however, to enduring, optimal 
remission in all such disorders is the 
assurance of adequate nutrition—a 
therapeutic and prophylactic funda- 
mental. For, the nervous system, 
even with the aid of the most effica- 
cious drug, simply cannot function 
normally unless adequately supplied 
with essential nutrient factors. 


Optimal treatment of all mental 
and emotional disorders whether 
mild or severe, acute or chronic, 
assures intake of optimally bal- 
anced, complete protein, 
and minerals—routinely, in 
adequate supply. 


Patients with even the mildest of 
neuroses are under psychic stress. 
And stress increases the require- 
ments for vitamins of the B complex. 
Deficiency of these vitamins or of 
essential amino acids instigates a 
tendency toward psychopathologic 
symptoms. A vicious cycle may thus 
be produced —to respond optimally 
only to total treatment, or holother- 
apy, which takes into account the 
fundamental: adequacy and balance 
of nutrients. 


“Brewers’ yeast is an excellent source 
of proteins of high biologic value and 
of the vitamins of the B complex.... 
When it is desired to give additional 
vitamins of the B complex and to 
add to the protein quota of the diet, 
this food can profitably be incorpo- 
rated in other foods.’’* 


an eminently valuable natural supple- 
ment —with these unique advantages: 
e Richest natural source of vitamin B 


complex factors plus nutritionally 
complete p 


rotein 
@ Qptimal balance of amino acids and 


B complex factors 
e Important source of minerals 
VITAMEN FOOD CO.,"INC. Newark 4, N. J. 
*McLester, J. S.. and Darbr, W. 
Diet in and Disease, 


J.: Nutrition and 
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is the sedative of choice, 
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branch and inhibits reflex 
epinephrine secretion. 
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89.9% of patients 


free from trichomoniasis 


in one menstrual cycle 


This receptionist’s symptoms of local itch- 
ing and burning are gone, due to her doc- 
tor’s thorough powder insufflation and her 
own use of suppositories at home. 


@ many cases refractory to previous therapies 
responded to TricoruRON combined therapy 
in 4 clinical studies of 108 patients.* Cure 
rate was 89.9%. Recurrences were few 


advantages: contains a specific, trichomon- 
acidal nitrofuran. Kills many secondary in- 
vaders but permits essential Déderlein’s 
bacillus to exist. Effective in blood, pus and 
vaginal debris 


office treatment: insufflate TricoruRON 
Powder twice the first week and once a week 
thereafter 


© home treatment: first week—the patient in- 
serts one TricorurON Suppository each 
morning and one each night at bedtime. 
Thereafter: one a day—a second if needed— 
to maintain trichomonacidal action 
Suppositories contain 0.25% Furoxone@® (brand of furazolidone) in a 
water-miscible base. Hermetically sealed in green foil. Box of 12. 
Powder contains 0.1% Furoxone in wat: ble base of lac- 
tose, dextrose and citric -. Bottle of 30 Gm. 


*Personal Communicatigns to Medical Department, Eaton Laboratories. 
Detailed information available on request. 
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are: Dr. John R. Rafter, vice-president and Dr. E. F. 
Stratton, secretary. 

Dr. Reece R. Boone, Jr., formerly on the staff of 
Laird Memorial Hospital, Montgomery, West Virginia, 
has been appointed chief of surgery at the Northwest 
Community Hospital in Mooreland. 

Dr. Malcolm E. Phelps, El Reno, was elected presi- 
dent-elect of the American Academy of General Prac- 
tice at its annual meeting in Washington, D. C., March 
19-22. 

Dr. Herbert H. Kent, formerly chief of the physical 
medicine and rehabilitation department of the Illinois 
Veterans Administration Hospital, has been named as- 
sociate professor of physical medicine at the University 
of Oklahoma. 


SOUTH CAROLINA 


Dr. Edward F. Parker, Charleston, has been elected 
president of the South Carolina Surgical Society. Dr. 
Claud W. Perry, Anderson, has been named vice-presi- 
dent and Dr. J. Robert Thomason, Greenville, will 
serve as secretary-treasurer. 

The former residents of Roper Hospital have pre- 
sented the portrait of Dr. Frederick Kredel to the 
Medical College of South Carolina. Dr. Kredel was the 
institution’s first full-time professor of surgery. 

Dr. George H. Orvin, Charleston, has been elected 
governor of the South Carolina District of Sertoma 
International. Dr. Orvin is medical director of the 
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Atlantic Coast and South Atlantic Life Insurange 
Companies and a member of the Charleston County 
Board of Health. 


Dr. J. K. Webb, Greenville, has been elected presi- 
dent of the Tri-State Medical Society. 


Dr. A. J. Buist has been re-elected chairman of 
Roper Hospital’s Board of Commissioners. The board 
also re-elected Dr. Edward F. Parker, vice-chairman, 
and Dr. J. A. Siegling, secretary. Other members of 
the board are: Drs. J. I. Waring and R. W. Hanckel, 
Jr. 

Dr. Leon Banov, Charleston County Director of Puh 
lic Health, has been appointed president of the south. 
ern branch, American Public Health Association, Dp 
Banov will fill the unexpired term caused by the death 
of Dr. Frank Hall of Gainesville, Florida. 

Dr. E. A. Perry, Clover, has been re-elected chair 
man of the medical staff of Divine Saviour Hospital, 
Dr. C. P. Roper will serve as vice-chairman and Dr, 
John M. Pratt as secretary. 

Dr. Hilla Sheriff, Director of the Division of Ma 
ternal and Child Health of the State Board of Health 
was invited to participate in the Fifth Congress of the 
Pan American Medical Women’s Alliance, Inc. at Sam 
tiago and Vina Del Mar, Chile. 

Dr. C. W. Brice, Jr., has been named Chester's 
Young Man of the Year by the Junior Chamber of 
Commerce. 


The staff members of the Colleton County Hospital 
Continued on page 66 


triethanolamine trinitrate biphosphate, LEEMING, tablets 2 mg. Bottles of 50 and 500 
Dose: 1 or 2 tablets after each meal and at bedtime. 


smallest dose 


protects 


8 out of 10 
patients 


lowest toxicity 


unique amino nitrate 


Vv 


against angina pectoris 


Thos. Leeming & Co., Inc., 155 East 44th Street, New York 17, N.Y. 
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neo Bromth 


Brand of Bromaleate, Brayten 


NEO BromrH, the first preparation devel- 
oped specifically for treatment of pre- 
menstrual tension, continues to be found 
the most satisfactory therapeutic agent 
in this condition. 

Bickers found that “abnormal water 
storage can be blocked or eliminated and 
clinical relief of symptoms obtained in 
most patients ...”! with NEO BROMTH. 

Greenblatt recently stated: “Clinically, 
we share Bickers’ enthusiasm for this drug 
in the management of premenstrual ten- 
sion, especially where there is associated 
edema.””? 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennessee 


NEO BroMTH is non-toxic, non-hormonal 
therapy and contains no ammonium chlo- 
ride. Each 80 mg. tablet contains 50 mg. 
of pamabrom (2-amino-2-methy]-1- 
propanol 8 bromo-theophyllinate) and 30 
mg. of pyrilamine maleate. 

Dosage: 2 tablets twice daily (morning 
& night) beginning at onset of symptoms 
—usually 5 to 7 days before menses. 
Discontinue at onset of flow. Supplied in 
bottles of 100 tablets on prescription only. 


1. Bickers, W.: Southern M.J., 46:873, Sept., 1953 
2. Greenblatt, R.: GP, 11:66, March, 1955 
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TULANE UNIVERSITY 
SCHOOL OF MEDICINE 


Intensive Short Courses in General Med- 
icine and various Specialties 


Informal instruction as “Postgraduate 
Medical Trainee” arranged on individ- 
ual basis 


Basic Science in Ophthalmology 
(begins July 9, 1956) 


Basic Science in Orthopedics 
(begins September 5, 1956 
and February 4, 1957) 


For Detailed Information Write 


DIRECTOR 


DIVISION OF GRADUATE 
MEDICINE 


1430 Tulane Ave. New Orleans 12, La. 
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have elected the following officers: Dr. William P. Mc. 
Daniel, chief-of-staff, Dr. W. M. Bennett, associate 
chief-of-staff, and Dr. W. Earl Fender, secretary. 
treasurer. 

Dr. Joseph D. Thomas, Denmark, is serving as chief. 
of-staff of the Bamberg County Hospital. The other 
officers are: Dr. M. C. Watson, chief of obstetrics, Dr. 
N. J. Knoy, chief of surgery, Dr. H. J. Stuckey, chief 
of medicine, and Dr. Herbert L. Allen, chief of 
pediatrics. 

Dr. Hoyt Bodie, Batesburg, has been honored as 
“Young Man of the Year” by the Junior Chamber of 
Commerce. 

Dr. E. M. Dibble, Marion, chairman of the State 
Board of Medical Examiners for the past 18 years, was 
named Marion’s “Citizen of the Year” by the Junior 
Chamber of Commerce. 


TENNESSEE 


Dr. Paul Shakespeare, Cowan, has accepted a resi- 
dency in surgery at Vanderbilt Hospital. 

Dr. James C. Overall has been elected chairman of 
the Board of Directors of the Nashville Academy of 
Medicine. 

Dr. Stewart P. Smith has announced the opening of 
the Smith Pediatric Center in Chattanooga. Dr. Robert 
E. Ivy has become associated with Dr. Smith in the 
practice of pediatrics. 


Continued on page 71 


To build giant-size appetites, prescribe... 


Redisol. 


CRYSTALLINE VITAMIN 8., 


Major ADVANTAGES: Helps youngsters gain weight. Stimulates hemo- 
poiesis. Cherry-flavored Elixir or soluble Tablets readily blend with 
milk, juices, infant formulas. 


Supplied as Repisow Tablets: 25, 50, 100, 250 mcg.; Elixir: 5 mcg. per 5 cc.; 
Injectable: 30, 100, 1000 : 


mcg. per cc 


Philadelphia 1, Pa. 
DIVISION OF 
MERCK & CO., INC. 


66 
A SHARP ) 
DOHME 


VOLUME 49 


SOUTHERN MEDICAL JOURNAL 


when neuritis strikes 


how long need it last? 


Instead of enduring long weeks of pain and disability, 
your patients with inflammatory radiculitis (of 
non-traumatic or non-mechanical origin) can usually 
be quickly relieved with Protamide. When used 
promptly —within a few days after onset of pain— 
complete recovery can be expected in just a few days. 
Published studies*and experience in many thou- 
sands of cases treated in private practice demonstrate 
these advantages—even in types of neuritis 
intractable to older therapies. You can duplicate 
these results in your practice. Keep Protamide 
on hand for use at the patient’s first visit. 


Available at pharmacies and supply houses— 
boxes of ten 1.3 cc. ampuls, 


use 
PROTAMIDE’ 


-..one ampul daily, intramuscularly 


©fermanLeboralories Detroit 11, Michigan 


"A portfolio of all published studies will be sent on request 


\ 
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FOLBESYN 


VITAMINS LEDERLE 


COMPLEX 


Separate packaging of dry vitamins 
and diluent (mixed immediately be- 
fore injection) assures the patient a 
more effective dose. May also be 
added to standard IV solutions. 


Dosage: 2 cc. daily. 


Each 2 cc. dose contains: 
Thiamine HCI (B,) 10 mg. 
Riboflavin (B,) 10 mg. 
Niacinamide 50 mg. 
Pyridoxine HCI (B,) 5 mg. 
Sodium Pantothenate 10 mg. 
Ascorbic Acid (C) 300 mg. 
Vitamin B,, 15 mcgm. 
Folic Acid 3 meg. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 
PEARL RIVER, NEW YORK 


PREG. U.S. PAT. OFF. 


The salieylated bile salts contained in 
CHOLOGESTIN have a double action, 
According to the 25th edition of the United 
States Dispénsatory, published in 1955, ox 
bile extract increases both the salts and 
amount of bile, while salicylates have a 
hydrocholeretic effect and increase the 
volume. % 


CHOLOGESTIN contains both ox bile 
extract and sodium salicylate, plus pancre- 
atin and sodium. bicarbonate. Recom- 
mended dose as a choleretic or cholagogue, 
1 tablespoonful in cold water after meals. 


TABLOGESTIN, 3 tablets are 
equivalent to | ae 
of Chologestin. 


F. H. STRONG COMPANY 
112 W. 42nd Street New York 36, N. Y. 


Please send me free sample of TABLOGESTIN together wi 


literature on CHOLOGESTIN. 
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The 

NEW 
Phenothiazine 
Derivative 


For the Management of the 
Acutely Agitated Patient 


e Theacute alcoholic « The acute psychotic The drug addict 


A promising new agent in chemopsychotherapeutics, 
SPARINE has demonstrated impressive effectiveness 
in controlling acute excitation without inducing 
significant side-reactions.':?* 


SPARINE is a new, clinically effective phenothiazine 
\ derivative, which may be administered intravenously, 
intramuscularly, or orally. The route and dosage are 
determined by the extent of central-nervous-system 


x excitation and by the patient’s response. 

" Supplied: Tablets, 25, 50, and 100 mg., bottles of 50 and 500; 200 mg., 

| bottles of 500. Injection, 50 mg. per cc., vials of 2 and 10 ce. 

4 1. Seifter, J., et al.: To be published. 2. Fazekas, J.F., et al.: M. Ann. 

; Philadelphia 1, Pa District of Columbia 25:67 (Feb.) 1956. 3. Mitchell, E.H.: J.A.M.A. In press. 


*Trademark 


An Exclusive Development of Wyeth Research 


( 


‘considered the 


secondaril 


ondary infection known 


requent complication.’ 


ci 
topical ointment 
| 
cate Supplied: In 1/2-0z. tubes containing 
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Dr. Hugh Edward Green, Carthage, has joined Dr. 
Gordon Petty at the Petty Clinic, for the general prac- 
tice of medicine. 

Dr. Cecil Lowe, Cleveland, has been certified as 
specialist in general surgery by the American Board of 
Surgery. 

Dr. John E. Sullivan, Knoxville, has been named 
East Region Chairman for the American Cancer So- 
ciety. 

Dr. Jean Slate has become associated with the Madi- 
son Associated Physicians at Madison College. Dr. 
Slate’s practice is limited to obstetrics and gynecology. 

Dr. William A. McClellan, general practitioner of 
Oxford, Ohio, has succeeded Dr. Louis F. Rittelmeyer, 
as assistant director of the Department of General 
Practice at the University of Tennessee College of 
Medicine. 

Dr. Clifford C. Woods, manager of the Veterans Ad- 
ministration hospital in Omaha, Nebraska, has suc- 
ceeded Dr. Hugh L. Prather as manager of the VA 
hospital in Memphis. 

Dr. Rother R. Johnson, assistant professor of micro- 
biology, has been awarded a China Medical Board 
Fellowship in parasitology and tropical medicine. Dr. 
Johnson spent January and February at the University 
of Puerto Rico School of Medicine. 


TEXAS 
Dr. Frederick C. Rehfeldt, Fort Worth, has been 
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elected president-elect of the Congress of Neurological 
Surgeons. 

The Texas Society of Pathologists has elected the 
following officers: Dr. Sidney W. Bohls, Austin, presi- 
dent; Dr. Lloyd R. Hershberger, San Angelo, president- 
elect; Dr. John H. Childers, Galveston, vice-president; 
and Dr. Mervin H. Grossman, Dallas, secretary- 
treasurer. 


Dr. B. F. Stout, San Antonio, was awarded the Cald- 
well Medal for distinguished service in the field of 
pathology by the Texas Society of Pathologists. 

Dr. John V. Goode, Dallas, has been installed as 
president of the Southwestern Surgical Congress. 

Dr. Russell J. Blattner, head of the department of 
pediatrics at Baylor University College of Medicine, 
was honored recently as one of 14 alumni to receive 
the Washington University Alumni Citation “in recog- 
nition of outstanding achievements and services which 
have reflected honor upon the University.” 


VIRGINIA 


Dr. R. M. Miskimon, Richmond, has been appointed 
medical director of the Fidelity Bankers Life Insurance 
Corporation. 

Dr. Robert V. Terrell, Richmond, has been named 
president of the Windsor Farms Association. 

Dr. Samuel Gould has succeeded Dr. Clyde L. Saylor 
as chief-of-staff of the John Randolph Hospital, Hope- 
well. Dr. Parker Moore was elected assistant chief-of- 
staff and Dr. William P. Youngblood was re-elected 
secretary. 

Continued on page 72 


In treatment and eradication of pinworms and round- 
worms, clinical investigators found Vermizine notably 
effective. 

Oxyuricidal properties of Vermizine’s principal ingre- 
dient— Piperazine Gluconate—accomplish rapid reduction 
and elimination of infestations, both in children and adults. 
Well-tolerated; low in toxicity. No untoward effects. 


Pleasing Strawberry Flavor 
Invites Acceptance 


Compounded in a pleasing strawberry-flavored syrup, 
Vermizine is highly acceptable—even to small children. 


Supplied: Gallons, Pints, 8-0z. Bottles. 


CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Ave., Chicago 40, lilinois 
Pacific Coast Branch 
381 Eleventh St., San Francisco, Calif. 


VERMIZINE 
Most Potent Anthelmintic 
against PINWORMS (Oxyuriasis) ano ROUNDWORMS (Ascariasis) I 
7 if) G 
1 
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Dr. Richard W. Fowlkes, Richmond, has beep 
elected president of the Commonwealth Club. 


TUCKER HOSPITAL, INC. WEST VIRGINIA 


Dr. Stephen Mamick, formerly chief of radiology at 
212 West Franklin St. the VA Hospital in Roanoke, Virginia, has been ap- 

RICHMOND, VIRGINIA pointed chief of the department of radiology at the 

Williamson Memorial Hospital, Williamson, where he 

will also direct the laboratory. 

Dr. Edward J. Vogeler, Jr., Charleston, has ass 

A Private Neuro-Psychiatric Hospital the duties of peychintriet of the 

service at the 1,250-bed Territorial Hospital in Kaneo. 

hoe, Hawaii. He plans to return to practice in Charles. 

ton next August. 

The Tucker Hospital is for the Dr. Raymond W. Sass, head of the department of 
treatment of nervous diseases. It obstetrics and gynecology at the Golden Clinic aap 
: : kins, has been named a Fellow in the American Acad- 
is thoroughly and modernly equip- emy of Obstetrics and Gynecology. 
ped. Dr. D. E. Greeneltch, Wheeling, has succeeded Dr. 

R. Alan Fawcett as a member of the Council of the 

West Virginia State Medical Association. 
Dr. Paul McCuskey, Parkersburg, has been appointed 
STAFF official representative of the Association of the West 


Howarp R. Masters, M.D., James Asa Suietp, M.D Virginia Council on Education. Dr. Athey R. Lut, 
president of the West Virginia State Medical Associa- 


Weir M. Tucker, M.D., Georce S. Futtz, Jr., M.D. tion, made the appointment. 
AmeELiA G. Woon, M.D. Dr. D. F. Pauley, Jeffrey, has been presented a 
plaque in recognition of his services to the medical 


profession during his more than 57 years of general 
practice in southern West Virginia. 


END THE TORTURE 


of agonizing vulvar itch 
in monilial vaginitis! 


FAST, WELCOME RELIEF 
HIGH RATE OF CURE 


Vaginal Anti-infective Jelly. Con- 
tains 0.1% gentian violet in an 
acid polyethylene glycol base. 
Once nightly — just 12 applications usually 


cures the most stubborn case 


WESTWOOD PHAPMACELUTICA'S Div. Faster Milbuon Co. 468 Dewitt Buffalo 13, N.Y 


V 
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for otitis 


POLYMYXIN B SULFATE WITH PROPYLENE GLYCOL 


OTIC 


Specifically aimed at aural pathogens— 


bactericidal to most gram-positive and gram-negative 
organisms, particularly Ps. aeruginosa, the 
commonest cause of otitis externa. 


fungicidal to most of the dermatomyces found in the ear. 


For otitis externa, whether acute or chronic, an exceptionally high 
percentage of complete clearance in a short time. 


For chronic otitis media (when the ear drum is perforated); prefer- 
ably in conjunction with systemic therapy. 


Bottles of 10 cc. (with dropper) 


& Burroughs Wellcome & Co. (U.S.A.) Inc., Tuckahoe 7, New York 


Ad 

N SULFATE 
STERILE 
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Meet Your Friends at the Joint Meeting 


of the 


First, Second and Third Districts of 
The Arkansas Medical Soctety 


Tyronxa, Arkansas, Thursday, May 24, 1956 — 1 p.m. to 10 p.m, 
ina 
Tremendous Inspirational Program 
Emphasizing the Theme 


“OUR AMERICAN FAITH” 


A PLUS PROGRAM OF NOTHING BUT SUPERLATIVES 


in Seven Sections 


(1) Get Acquainted Session—Invocation, Welcomes, Responses . . . 


(2) Recognition of Our Allied Professions—Addresses by: 
(a) President of American Pharmaceutical Association—Mr. John MacCartney, Detroit, 
Michigan 
(b) Immediate Past President of American Dental Association—Dr. D. F. Lynch, Wash- 
ington, D. C. 
(3) Scientific Session—We cannot think of any more powerful lecturers than Dr. Philip 
Thorek, Dr. Robert Greenblatt, and Dr. Louis A. Krause who will make the scientific 
addresses— (Lawn party for Auxiliary by Mrs. Katherine Norcross.) 


(4) Portrayal of Several Facets of Medicine by a group of great souls who so ably represent 
their assigned facet. This session is in honor of several hundred medical college seniors 
who are guests of this meeting. This is the first program of this type ever presented in 
history of American Medicine. Among the facets to be recognized are: pre-medical prep- 
aration, perseverance, courtesy, generosity, equanimity, thoroughness, bravery, leadership, 
benevolence, sacrifice and cooperation. Certainly every one of these attributes are vital 
to a successful life of medicine. 


(5) We now go into the sublime—The inspirational section on “FAITH” 


The Caduceus and Cross March Hand in 
FAITH Hand—Rev. Das Kelley Barnett, Austin, 
IN YOUR PHYSICIAN Texas 
IN THE ALLIED BRANCHES OF 

MEDICINE Faith of our Forefathers—Rev. John Wesley 
IN YOUR COMMUNITY, STATE Raley, D.D., President of Oklahoma Baptist 

AND NATION University, Shawnee, Oklahoma 
IN YOUR INSTITUTIONS OF PRO- 

GRESS Faith in my Fellowman—Very Reverend Mon 
IN YOUR FELLOWMAN signor M. F. Donovan, Jonesboro, Arkansas 
IN YOUR INDIVIDUAL RELIGIOUS 

CHOICE Faith During an Atomic Era—Rabbi Martin 
IN YOUR VISION OF TOMORROW Weitz, Atlantic City, New Jersey 
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(6) Barbecue Banquet— (We guarantee to fill you) 


(7) After Dinner Music by Marked Tree, Arkansas, Girls Ensemble and Address “Faith Makes 
America Tick” by Dr. Kenneth McFarland, Topeka, Kansas, Educational Director, 


American Trucking Assn. 


| 
(Note—Dr. McFarland is generally accepted as America’s Number One after dinner 


speaker) 


PARTIAL LIST OF PARTICIPANTS IN PORTRAYAL OF 
THE FACETS OF MEDICINE 


Gov. Orval E. Faubus 

Sen. John McClellan 

Sen. J. W. Fulbright 

Dr. George Benson, President, Harding Col- 
lege, Searcy, Arkansas 

Dr. John T. Caldwell, President, University 
of Arkansas 

Mr. W. W. Mann, Mayor, Little Rock, Arkan- 
sas 

Dr. Max Thorek, President, International Col- 
lege of Surgeons 

Dr. Ross McIntyre, Former Physician of 
Franklin D. Roosevelt 

Dr. W. Raymond McKenzie, President, South- 
ern Medical Association 

Dr. R. L. Sanders, Past President, Southern 
Medical Association 

Dr. J. P. Culpepper, Jr., President-Elect, 
Southern Medical Association 

Dr. F. J. Ehlers, Houston, Texas 

Mr. Hugh Roy Cullen, Houston, Texas 

Dr. Milford O. Rouse, Dallas, Texas 

Dr. R. B. Robins, Camden, Arkansas 

Dr. Walter Alverez, Emeritus Professor of 
Medicine, Mayo Foundation 

Rev. R. C. Grier, D.D., Greenville, South 
Carolina 

Dr. E. L. Reid, Due West, South Carolina 

Dr. Thomas G. Goldsmith, Greenville, South 
Carolina 

Dr. Garland Murphy, National Committee- 
man, American Legion, El Dorado, Arkan- 
sas 

Mr. Erle Cocke, Jr., Past National Command- 
er, American Legion 

Hon. Sam Rorex, Past National Committee- 
man, American Legion 


Dr. Elmer Hess, President, AMA 

Dr. Dwight H. Murray, President-Elect, AMA 

Dr. George F. Lull, Secretary, AMA 

Dr. Walter B. Martin, Past-President, AMA 

Dr. David Allman, Trustee, AMA 

Dr. Gunnar Gunderson, Chairman, Board of 
Trustees, AMA 

Dr. Louis Orr, Trustee, AMA 

Dr. Austin Smith, Editor, Journal, AMA 

Hon. E. C. Gathings, U. S. Congress 

Hon. Brooks Hayes, U. S. Congress 

Dr. Walter Judd, U. S. Congress 

Mr. Marvin Bird, Earle, Arkansas 

Mr. Allen Lynch, Tyronza, Arkansas 

Mr. R. B. Chitwood, Lake Village, Arkansas 

Rev. Marshall Wingfield, D.D., Memphis, 
Tennessee 

Mr. Edmund Orgill, Mayor, Memphis, Ten- 
nessee 

Dr. Sam Garlan, New York, New York 

Dr. Alphonse McMahon, St. Louis, Missouri 

Dr. W. H. Anderson, Booneville, Mississippi 

Dr. E. I. Baumgartner, Okland, Maryland 

Dr. W. R. Alstadt, Little Rock, Arkansas 

Dr. A. Clayton McCarty, Louisville, Kentucky 

Dr. John Bender, Winston-Salem, North Caro- 
lina 

Dr. Phillip C. Schreier, Memphis. Tennessee 

Mr. Walter Belsen, Washington, D. C. 

Dr. R. C. Dickinson, Horatio, Arkansas 

Dr. J. P. Sanders, Shreveport, Louisiana 

Dr. Fount Richardson, Fayetteville, Arkansas 

Dr. Andrew S. Tomb, Victoria, Texas 

Dr. Fred E. Woodson, Tulsa, Oklahoma 

Mr. Bryce Twitty, Tulsa, Oklahoma 

Dr. I. Phillips Frohman, Washington, D. C. 

Dr. Lester D. Bibler, Indianapolis, Indiana 


If men of such caliber can participate in presenting the INSPIRATIONAL to the YOUNG 
MEN OF MEDICINE, can you and I afford to be absent? 


Tyronza is only 28 miles northwest of Memphis, U. S. Highway 63. Overnight guests con- 
tact Peabody Hotel, Memphis, Tennessee. Special buses and cars will leave the Peabody Hotel 
every 10 minutes from noon until 5:00 p.m.—then every 30 minutes. 

The $5.00 registration fee includes the barbecue dinner and all the trimmings. 

Immediate or early registration will greatly expedite matters for the meeting. 


FOR FURTHER INFORMATION write: 


*L. H. McDaniel, M.D. 
Chairman, Arrangement Committee 


Box 266 


Tyronza, Arkansas 
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CARROL TURNER SANATORIUM 
Memphis, Tennessee, Route 10, Box 288 


Carrol C. Turner, B.S., M.D., F.A.C.P Alfred D. Mueller, Ph.B., Ph.M., M.A., Ph.D 
Neuropsychiatry Clinical Psychology 
Frank A. Latham, B.S., M.D. Miss Margaret Hyde, B.A. 
Neuropsychiatry Psychological Examiner 


For the Diagnosis and Treatment of Mental and Nervous Diseases 


Located on the Raleigh-LaGrange Road, five miles east of the city limit—accessible to 
U. S. Highway 70 (Bristol Highway) 

Situated on a sixty-six acre tract of wooded land and rolling fields, the environment 
is conducive to amelioration of the symptoms of emotionally disturbed patients 
Modernly equipped with adequate facilities for physical and hydrotherapy, electro- 
shock, and insulin therapy 

Special emphasis is laid on recreational and occupational therapy 

Adequate nursing personnel assures individual attention to each patient 

The main building and hospital department of the Sanitorium is shown above 
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FAIRFIELD 


Our convalescent home is lo- 
cated on the Sanatorium 
Grounds 


The home is especially de- 
signed and fitted for the 
care of elderly people. 
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for normal, healthy, comfortable pregnancies 
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PHOSPHORUS-FREE, HIGH-POTENCY 
CAPSULES 
ANTIANEMIA FACTORS 


a 
For USE DURING PRE ancy AND LACTATION 


in contact dermatitis, 


(CYCLOMETHYCAINE AND THENYLPYRAMINE, LILLY ) 


... speeds healing, controls itching and pain 


‘Surfadil’ lotion combines the time-proved topical 
Order a supply for your treatment table 


anesthetic, ‘Surfacaine’ (Cyclomethycaine, Lilly); an 
today. Available in 75-cc. (plastic) and 


L-pint bottles. Pl effective antihistaminic, ‘Histadyl’ (Thenylpyramine, 
tone in color. Lilly); and the protective adsorbent, titanium dioxide. 
Also available as a cream, in 1-ounce tubes ‘Surfadil’ lotion controls pain and itch, combats extrav- 


and in 1-pound and 5-pound jars. asation of fluids, adsorbs moisture, and deflects the 


sun’s rays. 


‘Surfadil’ lotion provides prompt and prolonged relief 
Gi from contact dermatitis caused by such agents as drugs, 
y chemicals, clothing, and poison ivy, oak, or sumac. Also 


Quatity / RESEARCH / INTEGRITY valuable in eczema, insect bites, heat rash, and sunburn. 


ELI LILLY AND COMPANY 


ANNIVERSARY 1876 + 1956 
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percentage unfay orable physical Conditions 
to dietary ingdequacy..,.The 13 15 
deviations from good nutritional status and 


ADEC ina singlecapsule, therapiga 
of nine important yitamins and is supplement ele. 


vitamins! 


Vitamin Ba 
Vitamin By (Riboflavin) 


Vitamin E 


a 


